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It i 
new typ 
arasmus Ponsiderable progress in the treatment of H. influenzae menin- 
le — tis has been made since Margaret Pittman (1931) showed that 
uring thig?S* strains isolated from this condition belong to the sero- 
Palestinghgical type b—one of six types all characterized by possessing 
xed 20 qpapsules composed of polysaccharides. Early efforts at specific 
ny handfratment were directed towards producing an effective type- 
ll starteipecific H. influenzae antiserum (Pittman, 1933 ; Wilkes-Weiss 
id severfind Huntington, 1936; Fothergill, 1937). These succeeded in 
der 100Beducing the fatality rate only from 97% without specific treat- 
vere Stetfnt (Lindsay, Rice, and Selinger, 1940) to 80-84%. The sera 
by Pittman and others were prepared by immunizing 
“Borses. In 1936 Horsfall, Goodner, and MacLeod showed that 
nthe case of type-specific pneumococcus serum the therapeutic 
qualities of rabbit sera are superior to those of horse sera. 


e pyrex 
respondgthey explained this finding as most probably due to the smaller 
olin enfhize of the antibody molecule in rabbit serum, which diffuses 


ore readily into infected foci and so combines more effec- 
ymptomsBively with the antigen. Excess of horse serum also causes 
prozone effect which is not obtained with rabbit serum. These 
erior combining qualities of horse antiserum may be respon- 
y seldonpible for the poor therapeutic results of Pittman, of Wilkes- 
iss and Huntington, and of Fothergill, since there are close 
eemed npnalogies in the antigenic structures of pneumococci and H. in- 
luenzae (Pittman, 1931 ; Alexander, 1943a). 
The introduction of sulphonamide therapy made an effective 
ibacterial treatment a practical possibility for the first time. 
e results were reviewed in this country by Mutch. (1941) 
: nd by J. Gordon, Woodcock, and Zinnemann (1944). In a 
optics Of papers Alexander, Heidelberger, and collaborators 
$939, 1940, 1942, 1943a, 1943b, 1944), in in vitro and mouse 
ms, legs*Petiments as well as in clinical trials, laid the foundations for 
; became rational therapy based on a combination of the most effective 
ation. |Bulphonamide—i.e., sulphadiazine—with rabbit anti-H. influenzae 
, thougifype b serum. Alexander (1944) thus succeeded in reducing the 
lortality rate to 22% in a total of 87 patients all treated within 
}years. In a report which was only seen when this survey was 
bing to press Smith, Wilson and Hodes (1946) give an account 
Tropica’ 28 cases of H. influenzae meningitis treated with the combi- 


| attribugtion of sulphonamides and H. influenzae type b rabbit anti- 
discovengrum. The recovery rate was 85.7%. 


erapeuti¢ 


ae wel Experience of this condition is comparatively slight in this 


ChemicagU™"TY. as cases occur only sporadically over a wide area. 
| Schoog'°M a number of case reports it seemed as if sulphonamide 
reatmeng*tapy alone might be sufficient (J. Gordon, Woodcock, and 
ology ofFMMemann, 1944). As reports of more cases accumulated it 
came evident, however, that this therapy was proving disap- 
pinting in many instances. Recently Alexander (1944) pointed 
bit “that the capacity of the sulphonamides to effect complete 
Provery from type b H. influenzae infection is influenced by 
rateful 0 factors. First, the infection must be relatively mild. 
entirely Pecondly, the drug must be started early in the course of the 
“arth fection. At is believed that only under such conditions will 
ulicient time be afforded to the patient to produce through 
Own powers sufficient antibody to overcome the disease.” 
The Emergency Public Health Laboratory Service has now 
ured a small stock of H. influenzae type b specific rabbit 
liserum. Thus it is possible to make practical use of the 
yping of H. influenzae strains isolated from meningitis—a pro- 
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cedure advocated recently in this country (Mutch, 1941; 
J. Gordon, Woodcock, and Zinnemann, 1944). An outline of 
the main points of Alexander's (1943b, 1944) routine treatment 
may therefore be useful. 

All material necessary for the isolation of the causative 
organism and for typing should be collected before starting 
specific treatment. The capsule-swelling technique carried out 
on the organisms in the C.S.F. is the quickest way of estab- 
lishing the type of H. influenzae. To confirm the result typing 
by agglutination on a slide and/or in tubes should be carried 
out with the isolated strain. Using the agglutination tests alone 
will delay the result for 24 to 48 hours. 

1. The first dose of sulphonamide—sulphadiazine or sulphameza- 
thine—is given intravenously. 

2. A continuous intravenous saline drip is established tor 24 
hours. The remainder of the daily dose of sulphonamide—-i.c., 
0.1 g. per kg. body weight in all—should be added to the drip. Afier 
the first 24 hours sulphonamide therapy is continued by mouth The 
daily dose is 0.1 g. per kg. body weight, and is continued until 
7 days after the C.S.F. is first shown to be steriie. Earlier cessation 
of sulphonamide treatment carries the risk of relapse. 

3. The dose of specific serum to be administered is roughly deier- 
mined by the glucose content of the C.S.F. Alexander (1943b) 
describes a simple adaptation of Benedict’s qualitative method to: 
quick determination of the sugar content of C.S.F. The specific 
antibody present in the therapeutic serum is given in milligrams of 
antibody nitrogen. The accompanying Table is a guide to the 
dosage of antiserum. 


Table showing Dosage oj H. Influenzae type b Rabbit antiserum 
based on Glucose Content of C.S.F. 


Glucose in C.S.F. Indicated Dose oi Antibody 
(mg. per 100 ml.) Nitrogen (mg.) 


4. The patient's progress is judged to a large extent by the changes 
in the C.S.F., which is examined daily. If within 24 hours sugar 
and chlorides have risen, no organisms are seen in direct smears, 
and the patient’s serum causes capsular swelling when diluted 1 
in 10 no further serum is required provided the C.S.F. continues 
to become normal; cultures become and remain sterile; and. free 
antibody as shown by the capsular swelling test persists in the 
serum in adequate excess. If progress is not satisfactory ai the 
end of 48 hours from the initiation of serum therapy a further 
dose equivalent to 25 mg. of antibody nitrogen should be given 
intrathecally. 

5. Alexander’s last clinical report (1944) is mainly concerned with 
protracted cases and cases beiatedly subjected to specific treatment, 
which she terms “ chronic H. influenzae meningitis,” though in our 
view subchronic or subacute H. influenzae meningitis would seem to 
describe the condition more adequately, since the expectation of life 
can be measured in weeks or months and not in years. In 
Alexander’s report two histories are given in which a striking 
improvement followed intrathecal introduction of air together with 
antiserum. She suggests that adhesions blocking the flow of fluid 
in the cerebrospinal canal are loosened, and she also advocates the 
injection of heparin intrathecally to prevent clotting. 


Observations on Penicillin and Streptomycin Sensitivity 


It was emphasized repeatedly in the early investigations of 
the antibiotic properties of penicillin that H. influenzae is an 
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outstanding example of an organism resistant to this substance. 
When supplies of penicillin became more ample higher con- 
centrations could be employed and strains of H. influenzae were 
found to be sensitive to these. Straker (1945) reported two 
such strains, and she thought that smooth strains were more 
sensitive than respiratory ones. Private communications (K. B. 
Rogers, J. M. Croll, F. W. Gunz, and C. J. Young) supported 
the impression that penicillin had its uses in H. influenzae 
meningitis. M. Gordon and Zinnemann (1945), in a survey 
of the penicillin-sensitivity of a large collection of H. influenzae 
strains, established that this was not an occasional phenom- 
enon ; 43 respiratory and 18 meningeal strains were all found 
io be sensitive to penicillin, most of them in concentrations 
which allowed a rational use of the drug in conditions due to 
this organism. Three case reports of successful penicillin treat- 
ment, in combination with sulphonamides, of H. influenzae 
meningitis have been published hitherto (Forgacs, Hutchinson, 
and Rewell, 1945; McIntosh and Drysdale, 1945: Drysdale. 
McIntosh, and Brodie, 1946). 

Quite recently, use of the new antibiotic streptomycin, mostly 
in combination with sulphonamides, has been reported in 6 
cases of H. influenzae meningitis (Anderson and Jewell, 1945 ; 
Herrell and Nichols, 1945; Cairns, Duthie, and Smith, 1946). 
So far as can be judged, fairly large doses of streptomycin are 
required. Hewitt and Pittman (1946) find that cultures of 
H. influenzae show a decreasing sensitivity to antibiotics in the 
following order: streptomycin, penicillin X. and_ penicillin. 
Mouse experiments confirm the in vitro findings. The results 
of further clinical trials have to be awaited before their respec- 
tive merits can be judged. Hewitt and Pittman’s experiments 
suggest also that a synergistic action may take place when 
these antibiotic substances are combined with sulphonamides 
or specific rabbit antiserum. 

Below are presented reports of 20 cases of H. influenzae 
meningitis treated in various ways. The survey is the result 
of inquiries made at a number of laboratories and hospitals 
from which strains of H. influenzae were received in this depart- 
ment for typing. The clinical details are those kindly given 
to me by the physicians under whose care the patients were 
placed and the pathologists concerned. These circumstances 
account for the diverse methods of treatment and dosage used. 


Cases treated with Sulphonamides Only 


Case 1—J.M., a boy aged 1 year 5 months. (Under the care 
of Prof. J. C. Spence, Royal Victoria Infirmary, Newcastle-upon- 
Tyne.) Onset of symptoms 5/1/45. No special treatment at home. 
On admission on 24/1/45 signs of meningitis. C.S.F. turbid—cell 
count 13,000 per c.mm., no sugar present: H. influenzae type b 
isolated. Medication started with 2 g. sulphathiazole intravenously ; 
subsequently 0.25-0.5 g. sulphathiazole by mouth 4-hourly for 13 
days Total amount given, 34 g. A clinical relapse was experienced 
on 31/1/45, when the dose of sulphathiazole was reduced from 
3 g. to 1.5 g. per day. The cell count in the C.S.F. rose from 
S00 per c.mm. to 1,500 per c.mm. during the relapse. After dis- 
continuation of sulphathiazole on 6/2/45 the cell count was still 
800 per c.mm. Sulphadiazine therapy was therefore started on 
12/2/45 with 0.5 g. 4-hourly for 18 days, and 0.25 g. 4-hourly for 
another 26 days. The sugar content of C.S.F. was normal from 
12/2/45 onwards. After an initial rise to 1,200 on 15/2/45 the 
cell count in the C.S.F. declined slowly until it reached the figure 
of 30 cells per c.mm. on 9/3/45, at which level it remained with 
slow but steady clinical improvement until the child was discharged 
in normal physical and mental condition on 9/4/45. The total 
dosage of sulphadiazine given was 97 g. 

Case 2.—M.S., a girl aged 3 years. (Under the care of Dr. M. L. 
Bery, Lincoln.) On 5/11/44 headache; a squint was noticed on 
the same day. Admitted on 8/11/44 with symptoms of meningitis. 
T. 101° F. (38.3°C.). Lumbar puncture: C.S.F. under pressure 
and milky in appearance. Treatment started with 1.5 g. sulpha- 
thiazole, then 0.5 g. 4-hourly for 3 days. When 9 g. had been 
administered the temperature had returned to normal although 
the pulse remained rapid. Therapy was discontinued and the 
temperature rose again to 104° F. (40°C.). H. influenzae type b 
isolated 15/11/44. A second course of sulphathiazole was started 
on 16/11/44, but was discontinued owing to vomiting. The total 
of sulphathiazole given in the two courses was 13.5 g. From then 
onwards the child’s condition deteriorated slowly. A 3-day course 
of sulphanilamide amounting to a total of 10.5 g. was given from 
27/11/44 to 30/11/44 with no effect. Death occurred on 1/1/45. 

Case 3.—P.E., a girl aged 1 year 10 months. (Under the care of 
Dr. T. M. Pole, Grantham Hospital.) On 25/5/44 she fell ill 
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suddenly with violent vomiting of increasing severity. She peing COF 
given 8 g. sulphanilamide before admission on 26/5/44 es ary 
she was stuporous but without neck rigidity, and Kernig =) os 
T..97° F. (6.1° C.). Chest: terminal congestion with generalj 
loose rales. C.S.F. not under pressure but turbid. A Course | —_ 
suiphapyridine was started at once, but the condition deteriora) gees 
rapidly. On 27/5/44 H. influenzae type b was isolated. The chi On we 
died the same day, 24 hours after admission. on 
Case 4.—R.M., a boy aged 9 months. (Under the care of | eo 
late Dr. T. D. Semple, Cumberland Infirmary, Carlisle.) wil gansferre 
admitted to hospital on 2/5/44 after having been ill for 3 dail yeatment 
with meningitic symptoms for 2 days. Treatment was started yj Wo papill 
0.25 g. oral sulphathiazole 4-hourly for 5 days. Then medicatidf gating 5 


was reduced to 3 daily doses for 3 days. As all symptoms 
subsided treatment was then discontinued, for 5S days, 
symptoms recurred medication was started again with 6-hourly a 
8-hourly doses of 0.25 g. sulphathiazole. 24/5/44: H. influens 
type b isolated. 26/5/44: Administration of sulphadiazine 
4-hourly doses of 0.5 g. for 2 days, after which time the tre. 
ment had to be discontinued because of failure to pass urine { 
16 hours. During the next 3 days meningitic symptoms beca 
more marked and another course of 0.25 g. sulphadiazine 4-hoy 
was given until swallowing became difficult on 2/6/44. De: 
occurred on 4/6/44. The total dose of sulphathiazole was 195 
and of sulphadiazine 7 g. 

Case 5.—Baby A. S.; no age stated. (Under the care of Dr. Mj 
Lawson, Berwick-on-Tweed.) A week before admission on 13/2 
the boy developed a left-sided lobar pneumonia and was gi 
sulphapyridine with satisfactory result. On 11/2/45 a renewed mdadi 
of temperature, with vomiting. Another course of sulphapyri 
was started the same day. On admission to hospital on 13/2) 
there was slight neck rigidity; the fontanelles were bulging, 
lumbar puncture 20 ml. of a turbid fluid was withdrawn uné 
pressure. There was an impaired note over the left side of } 
chest. Suiphapyridine medication was continued together 
chloral hydrate, gr. 7 (0.45 g.) at night. On 16/2/45 there we 
increased signs of meningitis and cerebral irritation, left inte 
strabismus, extreme neck rigidity, and fits. Pulse rate very rap 
After a slight improvement on 17/2/45 the child died next d 
The H. influenzae strain isolated from the C.S.F. was subseq 
found to be of type b. 


Cases treated with Sulphonamides and Penicillin 


Case 6.—This boy, M.L., aged 2 years 7 months (under the 
of Dr. J. O’Connor, Brumby Isolation Hospital), had been ill 
symptoms suggestive of tubercuious meningitis for two weeks. T 
days before being admitted to hospital, vomiting, headache, 
cough increased; T. 101° F. (38.3° C.), P. 140, R. 36. There v 
evident neck rigidity on admission on 23/6/45; 1 g. sulphaw 
amide was given 4-hourly. 29/6/45: No change in conditia 0/10/45, 


course of sulphanilamide completed ; 10,000 units antimeningocom He 
serum given. 30/6/45: 30,000 units intramuscular penicillin 3-how on0s, phe 
for 5 days. 4/7/45: No change; penicillin discontinued. 5/7/}yin obyic 
0.25 g. sulphasuxidine 8-hourly. On 7/7/45, C.S.F. withdra 
under pressure. 10 ml. antimeningococcal serum given intrathecallj, type b 
H. influenzae type b reported grown from the specimen of CS. unit pe: 
10/7/45: 0.5 g. sulphathiazole 8-hourly for 3 days. 17/7/45: Vebnenicitiin 


ill; paralysis in left arm, horizontal nystagmus; T. 105° F. (40.6° 


pulec very rapid, R. 18/7/45: Died at 4 am. afer 


eriostatic 


hyperpyrexia of 109° F. (42.5°C.). Later investigation showed )4¢. 
strain to be completely inhibited by 0.5 unit penicillin per ml. ctivity 1 
medium. lo dy, 

Case 7.—This 5-year-old girl, J. H. (under the care of Dr. L. 12) white 


Cole, Addenbrooke’s Hospital, Cambridge, and Mr. D. W. 
Northfield, Chase Farm Hospital, London), had a 3-days hist 
of headache and vomiting before admission to hospital on 14/3) 
There were marked head retraction and an acute infection of ! 


1. influen 


4/11/45. 


left knee-joint. C.S.F. under pressure 350 mm.; opaque, containi " pen 
5,400 polymorphonuclear leucocytes per c.mm. Protein, 80 mg. J 
100 ml.; glucose diminished. Pure growth of H. influenzae; B Case 39 


colonies of the strain had a rough surface, growth being rather d 
No agglutination with any of the 6 type sera at either 37°C. 
56°C. The strain was diagnosed as belonging to the respirate 
group of H. influenzae. Puncture of the left knee produced th 
pus containing Gram-negative bacilli. On culture a heavy growth 
H. influenzae was obtained. Our investigations showed that | 
strain was inhibited by 1 unit penicillin per ml. of medium. Dur 
the first week in hospital the child was treated with sulphathiaz0 
and penicillin, 30,000 units of the latter being administered 3-hou 
by the intramuscular route and 20,000 units per day intrathecal 
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Sulphathiazole medication was discontinued after 8 days when it "4 g., and 
found that the strain was sulphathiazole-resistant In all, the URE 16.5 
had received 93.5 g. sulphathiazole in 8 days. Penicillin ‘ame intrat 


was continued until 4/4/45. Great irritability made administra” bllowing 
of paraldehyde 2 ml. I.M. necessary. On 4/4/45 the general SBp)19/45 
dition was still very poor; the child was drowsy and unstable, “Beriogratic 
had marked head retraction Medication discontinued, the & 
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-«¢ considered as hopeless, although daily lumbar punctures were 
'. She wil wrformed until 14/4/45. Slow improvement set in during April, 


5/44, whe ind by 2/6/45 the general condition was such that the patient was 
Kernig » ; fit for discharge. On the evening of that day she 
general y began to vomit. 8/6/45: Sixth-nerve palsy, flaccid limbs, 
\ course | ially on the right side, very drowsy, vomiting, divergent squint. 
deterioragl gq the following day the left pupil was larger than the right. 
. The ch were 41,000 white blood cells per c.mm. On 12/6/45 the 

wild was deeply comatose, with a slow pulse rate and occasional 
care of (Mf wmiting. A diagnosis of brain abscess was made and she was 
lisle.) Wi yansferred to Chase Farm Hospital on that day for neurosurgical 
for 3 dayil geatment. Examination revealed the following signs: Comatose. 
Started wif No papilloedema. Bilateral ptosis. Absent corneal reflexes. Fluc- 


gating spasticity of right upper and both lower limbs. Bilateral 
atensor plantar responses. The C.S.F. was cloudy, the pressure 
yo low for measurement; culture sterile. Exploratory tapping 
mvealed a left post-frontal abscess, and 30 mil. of thick pus was 

irated with immediate improvement in her condition. Pure growth 
oH. influenzae was obtained from the pus. Aspiration was repeated 
a 18/6/45, and on 20/6/45 an osteoplastic craniotomy was per- 
formed and the abscess contents evacuated and drained. Consider- 
ale temporary improvement followed, but by 7/8/45 she suffered 
fom symptoms of a further collection of pus in the abscess cavity, 
wich was confirmed by re-aspiration. On 11/8/45 further operation 
ws carried out, when the abscess was totally enucleated. It was 
etending into the temporal and parietal regions and measured 6 cm. 
in diameter. Gram-negative bacilli were seen in the direct film, 
land culture yielded H. influenzae. Progress after this operation 
3 rapid. The patient started walking on 31/8/45 and was 
fisharged on 5/9/45, walking fairly well but a little unsteady 
ad with a slight limp. Mentally she was alert, bright, and happy. 
On re-examination on 12/10/45 she was normal apart from the 
yight arm jerks being slightly brisker than the left. 


Case 8—A boy, M.E., aged 2 years (under the care of Dr. J. F. 
askell, Addenbrooke's Hospital, Cambridge), started being sick and 
evrish on 16/10/45. Admitted on 20/10/45 with obvious signs 
‘fof meningitis. C.S.F. turbid with clots; Gram-negative bacilli in 
Hirect film. Growth of H. influenzae belonging to Pittman’s type b. 
e strain was completely inhibited by 1 unit penicillin per ml. of 
edium. Therapy with intramuscular and intrathecal penicillin as 
vell as sulphamezathine was started. AH. influenzae was isolated 
from the C.S.F. until 27/10/45. It is stated that from 31/10/45 
0 2/11/45 the C.S.F. exerted a bacteriostatic activity in a dilution 
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illin of lin 32. The fluid was still purulent but sterile on 1/11/45. On 

ler the cam#/11/45 the patient died. Post-mortem examination revealed a 

een ill ent meningitis and hydrocephalus. A total of 22.5 g. sulpha- 

eeks. wathine was given in 8 days, of 600,000 units penicillin intra- 

— uscularly in 17 days, and of 258,000 units intrathecally in 6 days. 
re ¥ 


Case 9—K.L., a boy aged 3 years (under the care of Dr. L. B. 
ead ol, Addenbrooke’s Hospital, Cambridge), started a cough on 
p0/10/45. On 24/10/45 he complained of aching bones and cold 
t. He started vomiting on 25/10/45, and next day had opistho- 
#onos, photophobia, and a squint. He was admitted on 27/10/45 
‘}yith obvious meningjtis and a temperature of 104° F. (40° C.). The 
.F. was purulent and yielded a heavy growth of H. influenzae 
of type b. The strain was found to be completely inhibited by 
4p nit penicillin per ml. of medium. Therapy: Sulphamezathine, 
penicillin intramuscularly and intrathecally. The reports on findings 
a the CS.F. during treatment are as follows. 29/10/45: Bac- 
g@euostatic activity, 1 in 2. 30/10/45: Bacteriostatié activity, 1 in 4. 
1/10/45: Bacteriostatic activity, | in 16. 1/11/45: Bacteriostatic 
civity, | in 32+. 2/11/45: Bacteriostatic activity, 1 in 32; fluid 
cloudy, Gram-negative bacilli in direct film; culture sterile. 3/11/45: 
1 white blood cells per c.mm. Growth of penicillin-resistant 
eee 5/11/45: Culture sterile. Patient discharged well on 
Total sulphamezathi i i 
» penicillin given LM. 9937000 10 days 
” os 200, ” 


bn 10.—R. M., a boy aged 1 year 4 months. (Under the care 

Bs L. B. Cole, Addenbrooke’s Hospital, Cambridge.) On 
0/45 the child was unwell and drowsy, and vomited once. 
_ to hospital on the same day with obvious meningitis. The 
FP. on 12/10/45 was cloudy and contained many pus cells and 
M-negative bacilli. The strain isolated was of type b, and 
: ss completely inhibited by 2.5 units penicillin per ml. of medium. 
of 690,000 units penicillin intramuscularly were neces- 
4 3-hou ae first from 13/10/45 to 19/10/45, the second from 
veiienl fren! 5 to 26/10/45. Two courses of sulphamezathine were also 
hen it *ayo” the first from 12/10/45 to 18/10/45, with a total dose of 
“the cll bp the second from 22/10/45 to 27/10/45, with a total dose 
'n then, >, & As H. influenzae could still be isolated from the C.S.F. 
vinistrati injection of penicillin was given on each of the 
neral of N10/4e days: 26/10/45 (6,000 units), 28/10/45 (8,000 units), and 
(25,000 units). On 1/11/45 the C.S.F. showed bac- 

atic activity. The child improved rapidly after 30/10/45, 


and recovered, developing chickenpox as a complication. Discharged 
well on 29/11/45. 


Case 11.—M.G., a boy aged 1 year 3 months. (Under the care 
of Dr. G. W. Anderson, Preston Hospital, North Shields.) Three 
weeks before admission the child had bronchopneumonia, which 
cleared up satisfactorily. Two weeks later he vomited and was 
fretful, and symptoms suggestive of tuberculous meningitis set 
in 2 days before admission on 10/3/45. A total of 6 g. sulpha- 
thiazole had been given by the practitioner. The course of sulpha- 
thiazole was continued with 4-hourly doses until on 17/3/45 the 
isolation of H. influenzae was reported. The strain was subsequently 
shown to be of type b and to be completely inhibited by 1 unit 
penicillin per ml. of medium. On receiving the bacteriological 
report 50,000 units penicillin were given intrathecally by the cisternal 
route and the same amount by lumbar puncture, also 20,000 units 
3-hourly intramuscularly. In addition he received 4-hourly doses 
of 0.5 g. of sulphadiazine. On the second day the penicillin con- 
tent of the C.S.F. was 100 uniis per ml. and the culture was sterile. 
This medication was maintained for 7 days with the exception of 
1 day when no cisternal puncture was performed and of 2 days 
when the administration of sulphadiazine had to be stopped because 
of crystal formation in the urine. By 23/3/45 the general condition 
had improved; the C.S.F. had been sterile for 6 days although 
many pus cells were still present. During this time the penicillin 
content of the C.S.F. was between 50 and 100 units per ml. A 
total of 15 g. sulphadiazine and 720,000 units peniciliin intrathecally 
and 480,000 units intramuscularly -had by then been given. All 
medication was discontinued, but on 25/3/45 the temperature, 
which had until then been normal for 5 days, rose again to 100° F. 
(37.8° C.). After another 2-day course of sulphadiazine a marked 
improvement was noticeable in the general condition, but the child 
seemed to be blind. From 28/3/45 to 5/4/45 there appeared to 
be slow but satisfactory progress, although sight did not return. On 
5/4/45 the child died. At necropsy there was a little organizing 
pus on the tips of the temporal lobes and on the surface under the 
pons. Cultures from all these accumulations of pus were sterile 
with the exception of one from a temporal lobe, from which 
2 colonies of H. influenzae were grown. There was a very marked 
internal hydrocephalus, with the lateral ventricles grossly enlarged, 
reducing the cerebral tissue to a thin layer. 

Case 12.—The boy, A.C., aged 3 (under the care of Dr. J. 
Allan, Grantham Hospital), was admitted on 3/11/45, three days 
after having falien ill with drowsiness and vomiting. He presented 
head retraction, flexion and adduction of left leg, Kernig’s sign +, 
convergent squint of the left eye, and twitchings of the face. 
T. 100° F. (37.8° C.), P. 120, R. 36. Lumbar puncture produced a 
cloudy fluid under increased pressure. Administration of sulpha- 
thiazole 0.75 g. 4-hourly was started. On 7/11/45 the condition 
had become worse. There were convulsions, biting of the tongue, 
violent twitchings of limbs, and the C.S.F. was thickly purulent. 
Fifteen ml. was withdrawn by lumbar puncture and 60,000 units 
calcium penicillin in 6 ml. were given intrathecally, also 20,000 
units intramuscularly, followed by 10,000 units 3-hourly. On the 
following day another 50,000 units penicillin were given intrathecally. 
On 10/11/45 there were numerous pus cells, Gram-negative bacilli, 
and filaments. No acid-fast bacilli present. Pure growth of 
H. influenzae. The strain was subsequently found to belong to 
type b and to be completely inhibited by 1 unit penicillin per mil. 
of medium. A further 40,000 units penicillin were given intra- 
thecally on 10/11/45 and 17/11/45. On 18/11/45 the condition 
had not changed appreciably. Ten ml. of rabbit H. influenzae type 
b antiserum (made in Leeds) was given jntramuscularly. Sulpha- 
thiazole was discontinued. A blood sample taken next day did not 
show any noticeable antibody in a dilution of the patient’s serum 
of 1 in 10. A daily dose of 6 g. sulphadiazine was given from 
19/11/45 to 30/11/45. Between 20/11/45 and 27/11/45 the 
leucocyte count varied from 14,000 to 12,950 per c.mm. No 
marked change in the general condition. On 30/11/45 the con- 
dition was still without change; a cisternal puncture was performed, 
10 ml. C.S.F. was withdrawn and 6 ml. of rabbit H. influenzae 
type b antiserum injected, together with 70,000 units calcium peni- 
cillin. The C.S.F. showed pus cells and Gram-negative bacilli. 
A moderate growth of H. influenzae type b was obtained on culture. 
On 4/12/45, when the child was comatose, another cisternal puncture, 
with subsequent intrathecal injection of 10 ml. rabbit H. influenzae 
type b antiserum and 80,000 units calcium penicillin, was carried 
out. The withdrawn C.S.F. gave only a scanty growth of 
H. influenzae type b, and it contained numerous pus cells. Hence- 
forth treatment was discontinued. The coma deepened and the 
child died in the early morning of 6/12/45. A total of 37.75 g. 
sulphathiazole, of 66 g. sulphadiazine, of 2,160,000 units penicillin 
intramuscularly and 370,000 units intrathecally had been administered 
during the course of the illness. At necropsy thick green pus was 
found in the lateral ventricles. No pus elsewhere on the brain. 

Case 13.—According to the history given, A. R., a boy of 1 year 
2 months (under the care of Prof. W. C. Vining, General Infirmary 
at Leeds), had a pneumonia 6 weeks before admission on 17/12/45. 
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This condition cleared up satisfactorily within a week under sulphon- 
amide therapy. At the end of the week he was allowed to get up, 
but started vomiting the following day and continued to do so 
untii admitted to hospital. The child presented obvious signs of 
meningitis; he was very dehydrated, listless, and did not respond. 
T. 97° F. (6.1° C.), P. 150, R. 20. Lumbar puncture produced a 
cloudy fluid under pressure. Cell count in C.S.F., 760 per c.mm.; 
proteins, 200 mg. per 100 ml.; chlorides, 0.64%. Direct film showed 
pus cells and Gram-negative bacilli, of which some were filament- 
forming; pure heavy growth of H. influenzae type b. Subsequent 
tests showed the strain to be completely inhibited by 2.5 units 
peniciliin per ml. of medium. On 18/12/45 a course was started 
of 25,000 units penicillin intrathecally per day and of 16,000 units 
intramuscularly eyery 3 hours, supported by 0.5 g. sulphadiazine 
4-hourly. 19/12/45: Sugar content of C.S.F., 40 mg. per 100 ml. 
20/12/45: Sugar content, 70 mg. per 100 ml. One ml. of C.S.F. 
contained 32 units penicillin. Only scanty Gram-negative bacilli in 
film. Culture gave but a small number of colonies of H. influenzae 
type b. 21/12/45: Sugar content of C.S.F., 60 mg. per 100 ml. An 
occasional Gram-negative bacillus was seen in the direct film, which 
showed numerous pus cells. Only scanty growth of H. influenzae 
type b was obtained. Agglutinating antibodies against H. influenzae 
type b were present in the undiluted serum, but not in dilution 
1 in 10. 22/12/45: No change. Lumbar puncture unsuccessful. 
C.S.F. from cisternal puncture showed abundant pus cells. No 
organisms seen. No growth was obtained on culture. Penicillin 
content more than 1/8 but less than 1/4 unit per ml. On 23/12/45 
no intrathecal treatment was given. 24/12/45: Child going down- 
hill. C.S.F. contained pus cells but no organisms; no growth obtained 
on culture. Peniciilin content, 1/4 unit per ml. 25/12/45: C.S.F. 
sterile; penicillin content, 1/2 unit per ml. On 26/12/45 the child 
was very weak. Lumbar and cisternal punctures and injection of 
penicillin by both routes were carried out. Both fluids were sterile 
on culture and showed only a few pus cells in the direct film. The 
child died shortly after the cisternal puncture. A total of 24.5 g. 
sulphadiazine, 992,000 units penicillin intramuscularly and 200,000 
units intrathecally was administered within 9 days. At necropsy the 
brain was under considerable tension.. The convolutions were flat- 
tened, and over both vertex and base there was a sticky fibrinous 
exudate of yellowish colour. No growth was obtained from the 
exudate. Both ventricles were extended and contained clear fluid. 
The pia mater of the spinal cord showed a fibrinous exudate similar 
to that on the surface of the brain. Death from cerebral 
compression. 


Case 14—A detailed account of this case has been given by 
McIntosh and Drysdale (1945). This girl of 24 years had 
H. influenzae type b meningitis following closely on a meningo- 
coccal meningitis. The type b H. influenzae strain was completely 
inhibited by 0.5 unit and partiaily inhibited by 0.25 unit penicillin 
per ml. of medium. Initial symptoms observed were those of an 
upper respiratory catarrh suggestive of the invasive stage of measles. 
Two days later obvious meningitis had developed. A 7-days course of 
75,000 units penicillin intrathecally and of sulphapyridine by mouth 
resulted in apparent success, but 2 days later a relapse occurred. A 
12-days course of penicillin intrathecally and intramusculariy as 
well as 7 days’ administration of sulphamezathine led to complete 
restitution. In all, 20 g. sulphapyridine, 22.5 g. sulphamezathine, 
325,000 units penicillin intrathecaliy, and 1,200,000 units intra- 
muscularly were administered. 


Case 15.—B.A., a girl of 1 year 8 months (under the care of 
Dr. R. L. Langley, Bradford Children’s Hospital), fell suddenly iil 
on 14/5/45 with vomiting, deliriousness, and temperature. On 
admission the following*day she was semi-coOmatose, with neck 
rigidity; Kernig’s sign +; abdominal and patellar reflexes absent. 
Lumbar puncture produced a turbid fluid under normal pressure, 
which contained 1,200 polymorphonuclear leucocytes, 100 lympho- 
cytes, and 480 red cells per c.mm. The culture grown from the 
C.S.F. was an H. influenzae type b which was completely inhibited 
by Tf unit and partially by 0.5 unit penicillin per ml. of medium. 
Treatment consisted of daily lumbar punctures with intrathecal 
injection of 10,000 units penicillin each time for 4 days, 3-hourly 
intramuscular injection of penicillin for 7 days, and sulphathiazole 
by mouth for the first 4 days. On 19/5/45 the C.S.F. was clear for 
the first time ; the temperature still kept moving. The child improved 
gradually, her temperature being normal ffom 29/5/45. Recovery 
was complete. Total amount of penicillin given intrathecally was 
7s units, intramuscularly 259,000 units; and of sulphathiazole 

2 

Case 16.—M.W., a girl aged 1 year (under the care of Dr. L. 
Watson, Clayton Hospital, Wakefield), was admitted to hospital on 
17/1/46 with the history of a fall off a chair 3 ft. (0.9 m.) high. 
The fall landed her on the back of her head. She was able to play 
for about 50 minutes afterwards and then became drowsy. She 
was admitted to a surgical ward for consultation, and was trans- 
ferred to a medical ward on 23/1/46, when there were signs of 
meningitis with neck rigidity and slight stiffness of the back. A 
lumbar puncture carried out 2 days previously had given the follow- 


ing results: fluid under pressure, markedly turbid. Protein, 6 », 
per 100 ml.; chlorides, 750 mg. per 100 ml.; cells, 7,600 per ¢ . 
The centrifuged deposit showed large numbers of polymorphonyc, 
leucocytes, some lymphocytes, and numerous Gram-negative baci 
Culture yielded H. influenzae, which subsequently was found 
belong to Pittman’s type b and to be sensitive to penicillin, 

bined peniciilin-sulphathiazole therapy was instituted as 
Thirty thousand units of penicillin 3-hourly intramuscularly 


1 dose of 0.5 g. sulphathiazole followed by 0.25 g. 4-hourly frogt ; da 

23/1/46 to 26/1/46. As there was no marked improvement 4 J 1 
dose of penicillin was increased to 50,000 units 3-hourly for a furthd a t de 
8 days and sulphathiazole was continued until 28/1/46. On 29/1) at f 
another lumbar puncture was carried out and 8,500 units peniciij 494° C 
given intrathecally. The pressure of the C.S.F. was 150 mm, , 6 12-he 
the fluid was slightly turbid; protein, 70 mg. per 100 ml.; chloride 4 such 
735 mg. per ml.; glucose, 17.5 mg. per 100 ml.; abundant lymphq nuscula 


cytes, scanty Gram-negative bacilli. No penicillin demonstrab 18/2/46 


in the C.S.F. On 1/2/46 a 4-days course of sulphamerazine daily. | 
given, starting with a dose of 1 g., foilowed by 0.5 g. 6-houry n 1/3 
Since no improvement was noticeable 50,000 units penicillin ye i. giv 
given intrathecally for 4 days, starting on 5/2/46. A sample , sntibodi 
serum taken on 6/2/46 was positive for agglutinating antibod, ia undil 
against H. influenzae type b, giving a marked agglutination up to renewed 
dilution 1 in 128. From 11/2/46 to 13/2/46 50,000 units penicijjj thourly 
were again given once daily intrathecally, and from 18/2/46 4 on 4/3/ 
4/3/46 the child received 30,000 units penicillin intramuscularly gonditior 
3-hourly intervals, with only an occasional rest for 24 hours, | 3/4/46. 
spite of the intensive penicillin treatment, with occasional and su} muscula: 
sidiary sulphonamide therapy, the child died on 7/3/46. A total 9 pyridine 
3,040,000 units penicillin intramuscularly and 358,500 units intr Case. 
thecaily, of 7.75 g. sulphathiazole, and of 8.5 g. sulphamerazine ws Peters, 
given during the course of the illness. of the 1 

Case 17.—M.H., a girl aged 4 (under the care of Dr. L. Watsc:§ treatmen 
Clayton Hospital, Wakefield), had a history of upper respiratogg 0 SYM 
infection a week before admission on 8/1/46, and three days lag 100° F. 
she developed stiffness of back and neck, headache, and songe respirato 
vomiting. On examination she was not very ill, and apart frog 4 days ¢ 
slight neck rigidity there were no other physical signs. At lumbj of menit 
puncture the pressure was 240 mm.; the C.S.F. was slightly turbif) following 
and contained 45 mg. protein per 100 ml., 700 mg. chlorides pp sugar, 6 
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100 ml., numerous polymorphonuclear leucocytes, and a few lymphy 
cytes as well as some Gram-negative bacilli. Culturing ga 
numerous colonies of H. influenzae. A 4-days course of 15, 
units penicillin intramuscularly at 3-hourly intervals was given 
once to be followed by a 2-days course of 1 g. sulphathiazole fo 
times daily. On 14/1/46 3-hourly intramuscular injections ¢ 
15,000 units penicillin were given for 4-days, and on 17/1/46 th 
dose was doubled and continued until 25/1/46. On 18/1/46 
C.S.F. was still turbid and contained 50 mg. protein per 100 m 
730 mg. chlorides per 100 ml., and 2,300 cells per c.mm., of whi 

% were polymorphonuclear leucocytes and 20% lymphocyte 
Only two colonies of H. influenzae were grown. After withdra 
of the C.S.F. 8,500 units penicillin were injected intrathecaily. Frot 
25/1/46 to 6/2/46 the dose of intramuscular penicillin was furthe 
increased to 50,000 units 3-hourly. On 29/1/46 lumbar punctur 
was performed again and 8,500 units penicillin injected intrathecal 
The C.S.F. contained pus cells but no organisms and no gro 
was obtained on culture. The fluid contained 0.16 unit of penicil 
per ml. It was at this stage that this laboratory was consulta 
and as none of the previous cultures had been preserved it ¥ 
impossible to determine the type of the H. influenzae by dire 
methods. A sample of blood serum was obtained, however, ap! 
was tested for the presence of agglutinating antibodies. A mark 
agglutination of a type b strain of H. influenzae was obtained to 
dilution of 1 in 32 and no agglutination with any of the ot 
5 types. This indirect method of typing made it reasonably cert 
that the causative organism was of type b H. influenzae. Signs 
meningeal irritation passed off after a final 4-day administration 
sulphamerazine at 6-hourly intervals, beginning on 1/2/46. 
patient was discharged on 8/3/46, after having had a normal te 
perature for 13 days and having been up and about the ward a we 
before discharge. A total of 8 g. suliphathiazole, 8.5 g. sulp 
merazine, 7,280,000 units penicillin intramuscularly and 17,000 un 
intrathecally had been given. 


Case 18.—A.T., a girl aged 2 years 4 months (under the ¢ 
of Dr. R. L. Langley, Bradford Children’s Hospital), fell ill ) 
vomiting on 2/2/46. On 3/2/46 there was some deterioration; § 
was listless, pallid, vomited copiously, and had a temperature 
101° F. G8.3°C.). The G.P. started to give her 0.25 g. sulph 
pyridine at 4-hourly intervals on the same day. During the next f 
days there was no great change and no marked sign in any direct 
except missing knee-jerks. On 7/2/46 there were siight neck rigidi 
convergent Strabismus, and a temperature of 100.8° F. (38.2 C). 9 
admission to hospital on the same day she was semi-comatose, ® 
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showed marked strabismus and neck rigidity; Kernig’s sign at 
positive, knee-jerks and abdominal reflexes were absent. Lum ; Se rep 
puncture produced a turbid fluid’ under high pressure, and 10—s the va 
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lin were injected intrathecally after C.S.F. had been 
On culture the C.S.F. gave a pure growth of 

H. influenzae, which later was shown to belong to Pittman’s type b 
and to be sensitive to penicillin. An attempt to give the child 
05 g. sulphapyridine 4-hourly had to be abandoned after 48 hours 
owing to vomiting. Instead 5,000 units penicillin were given 3-hourly. 
After an initial fall the temperature rose again on 12/2/46, and for 
3 days daily intrathecal injections of 5,000 units penicillin were 
given. The C.S.F. became clear on 17/2/46 and the temperature 
vent down to normal. Intrathecal penicillin therapy was discon- 
inued for 48 hours, but on 16/2/46 the temperature rose to 103° F. 
a9.4° C.), and the C.S.F. became turbid again. Recourse was had 
 12-hourly intrathecal injections of 5,000 units peniciilin. In all 
9 such injections were given between 16/2/46 and 3/3/46. Intra- 
nuscular administration of penicillin was discontinued between 
8/2/46 and 3/3/46 in favour of 0.25 g. sulphathiazole 4 times 
jaily. On 26/2/46 the C.S.F. was free from H. influenzae, but 
wn 1/3/46 another relapse occurred. A continuous plasma drip 
yas given. The C.S.F. gave good growth of H. infiuenzae, and 
antibodies against H. influenzae type b were found to be present 
a undiluted serum but not in a dilution of 1 in 10. After starting 
renewed administration of 5,000 units peniciliin intramuscularly at 
thourly intervals and 5,000 units penicillin 12-hourly intrathecally 
m 4/3/46 the C.S.F. rapidly became sterile again, and the general 
ndition improved gradually. The patient was discharged well on 
1/4/46. The total dose of penicillin was 365,000 units intra- 
muscularly and 135,000 units intrathecally. In all 3.5 g. sulpha- 
pyridine and 15 g. sulphathiazole were given. 

Case 19.—P.C., a 7-months-old boy (under the care of Dr. B. A. 
Peters, Ham Green Hospital, Bristol), had been ill with infection 
of the respiratory tract, which did not respond to sulphonamide 
treatment, two weeks before his admission on 6/11/45. There were 
no symptoms apart from bronchitis and a temperature between 
100° F. (7.8°C.) and 102° F. (38.9°C.), and high pulse and 
respiratory rates. Administration of 30,000 units penicillin daily for 
4days did not improve the general condition. On 22/11/45 signs 
of meningitis were noticed, and examination of C.S.F. gave the 
following results: protein, 55 mg. per 100 ml.; globulin, increased ; 
sugar, 6 mg. per 100 ml.; chlorides, 690 mg. per 100 ml.; 176 
red cells and 56 white cells per c.mm., mostly polymorphonuclear 
leucocytes. Some time later the C.S.F. was clear, and the cell 
count and chloride level suggested tuberculous meningitis. The 
child died on 4/12/45. Post-portem examination revealed a puru- 
lent meningitis invoiving the whole of the meninges. A culture 
taken post rnortem was examined in this laboratory and the strain 
of H. influenzae isolated was found to belong to type b. The 
strain was completely inhibited by 1 unit penicillin per ml. of 
medium. 

Case 20.—A boy, H.D., aged 1 year 8 months. This case has 
been reported in great detail in an excellent recent paper by Drysdale, 
McIntosh, and Brodie (1946): The child had a 3-days history of 
meningitic symptoms before admission to hospital on 18/12/45. 
The H. influenzae strain isolated from the C.S.F. was of Pittman’s 
ype b. It was found to be sensitive to 0.7 unit penicillin per ml. 
of medium and insensitive to sulphapyridine, sulphamezathine, sul- 
phadiazine, sulphathiazoJe, and sulphamerazine. Until this insen- 
silivity to sulphonamides had been fully established the child had 
received 5 g. sulphapyridine, 5.5 g. sulphamezathine, and 12.5 g. 
sulphathiazole in combination with intramuscular and_ intrathecal 
injections of penicillin. Sulphonamide treatment was then discon- 
tinued and therapy was carried on with daily intramuscular and 
intrathecal injections of penicillin. In all the child received 10,337,500 
wits of penicillin intramuscularly and 1,005,000 units intrathecally 
within 5 weeks. This intensive peniciilin treatment led to complete 


units penicil 
withdrawn. 


als Tecovery. 


Notable features of this case were: (1) The reappearance of 
i. influenzae in the C.S.F, after intrathecal administration of 
Penicillin had been suspended temporarily. (2) The occurrence of 


om a severe convulsion 2 hours after the eleventh intralumbar injection 
Of 50,000 units of penicillin. No cerebral irritation had been noticed 


the previous 10 occasions, nor had any symptoms occurred after 
any of the 7 intrathecal injections of 25,000 units which had pre- 
ceded the higher dose. (3) Careful penicillin assay in the C.S.F. 
Rvealed that with daily intrathecal doses of 50,000 units an average 
@nceniration of 1.7 units penicillin per ml. of C.S.F. could be 


. gg ™Mintained, while with a daily dose of 25,000 units the concentration 


Weraged only 0.6 unit per mi. 


Discussion 
The first point emerging from this survey is that 20 cases of 
; influenzae meningitis in children, of which 19 were caused 
Pittman’s type b, could be collected in a small area within 
‘ period of just under two years. It would seem, therefore. 


q bat at present the condition is not as rare as the scarcity of 


ase feports in this country would suggest. The second point 
7 . varied nature of the symptoms with which an infection 
€ meninges with H. influenzae may manifest itself. Every 


type of meningitis, from the fulminant infection leading to, death 
in 24 to 48 hours to the protracted case typical of tuberculous 
meningitis, may be met with. In addition difficulties arise in 
diagnosing meningitis in children under 7 to 8 months of age 
owing to absence of the usual symptoms of meningitis, and 
the consequent delay in treatment is responsible for the high 
case fatality rate in this age group (Alexander, 1943b). Thus 
it is seen that in this series both the children under 1 year of 
age (Cases 4 and 19) died, the latter having no symptoms for 
a considerable time. In view of the protean nature of the 
symptoms of H. influenzae meningitis it is fortunate that the 
sulphonamides most effective against H. influenzae—i.e., sul- 
phadiazine and sulphamezathine—have equally good bacterio- 
static properties against most other organisms causing meningitis 
except the tubercle bacillus. Sulphadiazine and sulphameza- 
thine should be the drugs of choice, therefore, in every case 
of meningitis, and particularly in children, as soon as a clinical 
diagnosis is made and C.S.F. has been withdrawn for culture, 
without waiting for bacteriological confirmation. Simultane- 
ously penicillin should be given, since its bacteriostatic effect 
on a large number of strains of H. influenzae has now been well 
established. Penicillin sensinvity of H. influenzae strains varies 
to some extent, however, and determination of the sensitivity 
of any particular strain should be a guide to the concentration 
of penicillin in the C.S.F. to be aimed at (M. Gordon and 
Zinnemann, 1945). Penicillin should. be administered both 
systemically and intrathecally to maintain the requisite con- 
centrations in blood and C.S.F. As Alexander (1943b) sug- 
gests daily lumbar puncture as an essential part of treatment, 
the intrathecal injections cause little if any extra burden to the 
patient. The systemic administration also deals adequately with 
any possible septicaemia, which is a common accompaniment 
of the meningitis (Fothergill, 1937)—as Case 7 illustrates. The 
administration of type b specific H. influenzae rabbit antiserum 
is also indicated if the causative organism is of the b type. 

It is necessary to stress the need for continuing medication 
without interruption until 7 days after the C.S.F. has first 
become sterile. Cases 1, 2, 4, 11, 14, 18, and 20 illustrate the 
dangers of suspending treatment too soon after the C.S.F. has 
become clear. Moreover, there is also the theoretical risk of 
producing penicillin-resistant strains of H. influenzae if the con- 
centration is not maintained until the C.S.F. has remained 
sterile. 

Under the conditions of the survey it was impossible to trace 
the sources of infection. Alexander (1943a) produced evidence 
that typable H. influenzae strains are harboured in the naso- 
pharynx of children. Straker (1945) confirmed this in a number 
of children in this country. It is interesting in this connexion 
to note that in six cases of this series—namely, Nos. 5, 11, 13, 
14, 17, and 19—a respiratory infection preceded the onset of 
meningitis. Possibly, comparative studies in adults and children 
might contribute to answer the question why H. influenzae 
meningitis is predominantly a disease of childhood. 

The fairly wide differences as to choice and dosage of sul- 
phonamides used should be eliminated if the American sug- 
gestions are followed (Alexander and Leidy, 1943), though the 
task remains of determining more accurately the dosage and 
route of administration of penicillin. Cases 15 and 17 recovered 
with comparatively small intrathecal doses—the first with 
10,000 units administered daily for 4 days, and the second with 
8,500 units given intermittently. In Case 20 Drysdale, McIntosh, 
and Brodie found, however, that 50,000 units intrathecally were 
required to maintain a concentration of approximately 2 units 
per ml. at the end of 24 hours, while 25,000 units gave a con- 
centration of only 0.6 unit per ml. of C.S.F. Their results give 


_a lead as to the dosage to be employed intrathecally, consider- 


ing that the majority of H. influenzae type b strains are inhibited 
by approximately 2 units per ml. In view of possible cerebral 
reactions to such high intrathecal doses it may be worth while 
to give the daily dose of 50,000 units in two 12-hourly admini- 
strations. A reduction of the daily dose may be the result of 
such a procedure, as Case 18 suggests, in which complete 
recovery was the result of thirty 12-hourly intrathecal injections 
of 5,000 units of penicillin supported by 0.25 g. sulphathiazole 
6-hourly. 

In Cases 8, 11, 12, and 13 death occurred through internal 


‘hydrocephalus, probably due to adhesion or to clots in the 


C.S.F. Alexander (1944) suggested that this complication might 
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be overcome by introduction of air and heparin into the cerebro- 
spinal canal, and it may be worth while to try her methods 
in such desperate cases. It need not be feared that children 
thus saved might prove to be crippled in one way or another 
for the rest of their lives. Regarding such cumsequeness 
Alexander (private communication) states: 

“The experience in this country when both sulphadiazine and 
type-specific rabbit antiserum are used in combination for the treat- 
ment of influenzal meningitis indicates that any residual damage 
to the brain is exceedingly rare following recovery. This appears 
to be true even in very chronic cases of the disease which recover 
over a long period of time. For example, I know, as a result of 
my own experience and by talking over the experiences of a number 
of others, of only one case in which residual damage to the brain 
followed a child’s recovery.” 


In all, 5 out of 20 cases were treated with sulphonamides 
alone. Only one of these five recovered. Fifteen cases had 
combined sulphonamide-penicillin treatment and eight of them 
recovered; The total number of cases is too small and the 
methods of treatment varied too much to allow of statistical 
assessment. The only conclusion to be drawn is that the 
encouraging recovery rate suggests pushing to the limit the 
combined sulphonamide-—penicillin treatment, perhaps supported 
by specific antiserum. 


The sporadic occurrence of H. influenzae meningitis in this 
country makes it very difficult for any investigator, single- 
handed, to work out a satisfactory routine treatment. It seems 
reasonable to suggest that cases of H. influenzae meningitis of 
the non-fulminant type should be concentrated in a number 
of treatment centres. An adequate method of treatment, as 
in the case of subacute bacterial endocarditis, might be evolved 
for the majority of cases, and a substantial number of children’s 
lives might thus be saved. 


Summary 


‘A survey of the various methods of treating H. 
meningitis is presented. 

Clinical data are given of 19 cases of H. influenzae type b 
meningitis and of 1 case due to H. influenzae of the respiratory 
group. Of 5 cases treated only with sulphonamides, one recovered. 
Fifteen cases had combined sulphonamide-penicillin treatment. 
Eight of these recovered. It is suggested that the combined 
administration of these drugs should be used more energetically 
in H. influenzae meningitis. In view of the good therapeutic results 
reported from the U.S.A. specific H. influenzae type b rabbit anti- 
serum, which is now available in this country, should also be given. 

The establishment of a number of treatment centres to evolve a 
standard routine method of treatment is advocated. 


influenzae 


This survey would not have been possible without the kind 
co-operation and permission to use clinical data of Prof. J. C. 
Spence, Prof. J. W. Tulloch, Prof. W. C. Vining, Mr. D. W. C. 
Northfield, and Drs. J. Allan, G. W. Anderson, K. M. D. Bailey, 
M. L. Bery, K. E. Cooper, J. M. Croll, C. F. gd J. S. Faulds, 
F. W. Gunz, M. J. Lawson, D. G. McIntosh, D. McQuillan, 
A. I. Messer, B. Morrison, J. O’Connor, J. Ww. = B. A. Peters, 
T. M. Pole, K. B. Rogers, E. Rosenblum, L. Watson, and C. J. 
Young. I have very much pleasure in expressing my indebtedness for 
the help thus oe, a Acknowledgments are also due to Prof. J. W. 
McLeod and Gordon for supplying me with some of the 
strains of H. influenzae for typing, and to Dr. M. Gordon for 
valuable suggestions during the preparation of the MS. 
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INFECTIONS OF THE NERVOUS SYSTRy 
OCCURRING DURING AN EPIDEMIC 
OF INFLUENZA B 
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Influenza epidemics in the past have on occasion been asgogi.fudiection 


ated with cases presenting evidence of cerebral or cerebro:fpil W4 
spinal infection, although the relationship is obscure. During bee 


the epidemic of influenza B ai the beginning of 1946 pip 


uctiol 
cases of acute infection of the nervous system, occurring af a 


ngers, ¢ 


three separate levels, were observed. Two of these presentedflof hip { 
signs of brain-stem encephalitis, two of myelitis, and five offffor, at 
generalized polyneuritis akin to the acute toxic polyneuriti 
of Guillain, Barré, and Strohl (1916). 
Case 3. 
Brain-stem Group feve 


Case 1.—A girl aged 18 complained of diplopia and right-sided’ 


ptosis. She was well until May 14, 1946, when she developed ete 
generalized headache and extreme lassitude. She had intense sleepift h a 


ness, and found it difficult to remain awake. Her neck felt a litt 
stiff. She was bad-tempered, and had one outburst of unreasonabk 
rage. Three days before the onset of her symptoms she had heep 
in close contact with a girl who had a severe attack of influenza, 
On the 18th her vision became blurred, and she noticed diplopia 
in all directions. Next day the right lid began to droop, and sh 
experienced discomfort in the right supraorbital region. The head. 
ache persisted; there was no polyuria or polydipsia; the appetite 
was poor: and she still felt very sleepy. She had had diarrhoea off 
and on for the past nine to ten days. On May 24 she was admitted 
to the London Hospital under the care of Dr. Russell Brain. 


Examination showed the following: Right pupil a little larger 
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and reacting a trifle more sluggishly to light than the left; equd nema 
brisk reaction to accommodation; right ptosis; weakness of eleveh acture | 


tion, adduction, and depression of the right globe; diplopia in aj 
directions; all tendon reflexes depressed; knee-jerks obtained onl 
on reinforcement; equivocal right plantar response. Lumbar pune 
ture on May 25: C.S.F. pressure, 100 mm.; 8 cells, mainly lympho 
cytes; protein, 20 mg. per 100 ml.; W.R. negative ; Lange, 222321000. 
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On the 28th the white cell count was 6,700 per c.mm. (polymorph§a.: of ¢j 
70%, lymphocytes 25.5%, large hyalines 4.5%). June 6: No diplopia; lative ar 
right ptosis; very slight weakness of elevation of right globe; pupibf both fe 
equal, reacting sluggishly to light. On the 8th there were full oculs Gade 4. 
movements and no diplopia. The tendon reflexes were sluggish and} dache. 


plantar responses flexor. The patient was discharged symptom-free 
Case 2.—A medical man aged 38 complained of headache 
photophobia, diplopia, dizziness, and tingling in hands of five days 
duration. On March 12, 1946, he had a sore throat, cough, and 
general malaise, but after sulphathiazole for three days he felt fit 
About March 26 he developed dizziness and photophobia, followed 
24 hours later by tingling in both hands and difficulty in focusing. Og, 
the 30th he had diplopia in all directions. The left pupil was large 
than the right, and both pupils reacted only sluggishly to light. Nex 
day there was an increase in the severity of all symptoms: tingling 
now present in feet; headaches more severe, mainly frontal achi 
pain; movement of eyes painful; diplopia in all-directions except t 
the extreme right. Left ptosis was noticed by the patient on April 
He felt extremely drowsy, and slept eleven to twelve hours. He W 
admitted to the London Hospital under the care of Dr. Cliffor 
Wilson. The patient presented a difficult diagnostic problem, as I 
had suffered from Hand-Schiiller-Christian disease since 1932 4 
had had five injections of “ pitressin ” daily to control his diabet 
insipidus. 
He was seen by Dr. George Riddoch on April 2. Examinatioga 
showed: Pupils moderately dilated, regular, left larger than right# 
very feeble reaction to light and, on convergence, right more thagip 
left; gross paresis of all external ocular movements, left mo 
than right; severe bilateral ptosis. Upper limbs ; no weakness, atani , 
or dystonia; tendon reflexes absent. Lower limbs : no weaknes$ 
ataxia, or dystonia; knee-jerks just present; ankle-jerks absentpa 
plantar reflexes flexor. There was no cutaneous sensory change. ! 
abdominal reflexes were present and equal. B.P. 190/120. Uri 
normal. Lumbar puncture: pressure 240 mm.; 4 cells; prove 
30 mg. per 100 ml.; Lange 1222100000; W.R. negative. A radiograpy 
of the skull showed nothing abnormal. The patient was considereg@ore than 
to be suffering from an acute infection of the nervous sys*™E 
chiefly affecting the brain-stem. Daily injections of 2 mi. oP 
“ hepolon ” were advised. On April 3 the left pupil was larger 
the right, both fixed to light; sluggish reaction to acco ; 
ptosis more severe, left worse than right. The white cell count ® 
7,750 per c.mm. (polymorphs 69%, lymphocytes 25%, eosinopts 
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75%, large hyalines 3.5%). On the Sth there were almost complete 
ophthalmoplegia interna and externa; dilated fixed pupils; sensory 
change to cotton-wool and pin-prick below mid-forearm; vibra- 
tion loss below the clavicles, and he still had marked photophobia. 
He was seen on the 8th by Dr. Russell Brain, who confirmed the 
hove signs and noted, in addition, weakness of the hip muscles. 


ons of recovery in the eyes were observed on the 12th—a little 
ovement of the lids and some pupillary response to light. Vibra- 
on sense started to return in right leg on the 15th. On May 7 con- 
gence was returning, the pupils reacted well to light, and the 
wernal recti were still weak. On June 1 he still had diplopia in all 
jiections, except on looking upwards and to the right, The right 
nypil was a little larger than the left, both reacted sluggishly to 


STEM 
IC 
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and briskly on accommodation. Left eye: defective elevation, 
~ During shjuction, and adduction. Right eye: defective elevation and 
946 nin adduction. He still had slight weakness of dorsiflexion of wrist and 
urring alfifrgers, complete areflexia of upper and lower limbs, and weakness 
Presentedfiof hip flexors, abductors, and adductors. Plantar responses were 
d five offficor, and there was no sensory change. 


Myelitic Group 

Case 3.—A man aged 24 had an attack of influenza on Jan. 4, 1946, 
fever, sweating, running nose, and sneezing, but he had no head- 
che or sore throat. A slight cough and aching pain in the frontal 


right-sided sion began on Jan. 7, and he was in bed for seven days. At the end 


veloped yf this time both lower limbs were stiff, the right more than the left, 
“ sleepit.d the right lower limb felt numb. There was a little delay in 
a itiating micturition. Past history: Pott’s disease from 2 to 9 years 


of age ;? tuberculous left knee-joint, with eventual removal of patella, 
rodesis, and osteotomy; well since 1939. His father died of 
hthisis in 1929. The patient was admitted to the London Hospital 


had heen 
influenza, 


' —— der the care of Dr. George Riddoch on Feb. 1. 
The head. Examination on the 4th revealed a gibbus, D.7-D.8. C.N.S.: nil 
> appetite bnormal in cranial nerves and upper limbs; left lower limb— 


ross shortening, arthrodesis at knee, patella absent; bilateral lower- 
mb spasticity, right greater than left; lower abdominal reflexes 
bsent; right knee-jerk and both ankle-jerks increased; left knee- 
rk absent; bilateral extensor plantar responses; vibration sense 
npaired in both lower limbs; postural sensibility impaired in toes: 
patchy diminution to pin-prick and cotton-wool below D.6. Lumbar 
puncture on Feb. 11: pressure 80 mm.; no block; 2 cells; protein, 


rhoea of 
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hy, *B) mg. per 100 ml.; W.R. negative ; Lange 1122110000. A radiograph 
™ on Hf the spine showed old tuberculous kyphosis but no sign of activity. 
; ™ a During the following month the power of both lower limbs improved 


d the sensory changes regressed. On June 4 the lower-limb weak- 
ss had improved. There was moderate bilateral spasticity with 
oss Of tickle sensation over the inner aspect of the right knee, 


2232100 
ylymorp! 


diplopa: lative analgesia below the right knee, and impaired vibratory sense 
wf a in both feet. Sensory level to dragged pin at D.10. 
ggish ani Case 4—A married woman aged 29 began to have backache, 


tadache, and muscular aching in mid-February, 1946. Influenza 
as diagnosed, and she was kept in bed for seven days. On getting 
p she noticed weakness of both lower limbs and tingling in the 


otom-free 
headache 


on os, which persisted until the time of examination. There was 
. felt fit casional urgency of micturition, Examination on May 1 revealed 
followed othing abnormal in the cranial nerves or upper limbs. There was 


Proderate bilateral spastic weakness of both lower limbs, with exten- 
pe plantar responses. There was no sensory change and the 
bdominal Teflexes were absent. On May 29 she was much improved 

mptomatically—the lower limbs were stronger, but the signs 
sted unchanged. 


Polyneuritic Group 


Case 5—A married woman aged 46 had lassitude and anorexia 
mid-December, 1945. On Jan. 24, 1946, she had slight sore throat, 
xia of 101° F. (38.3° C.), and aching in the lumbar region. The 
yexia continued for 25 days, and on Feb. 17 was followed by 
tophobia and left facial weakness, which rapidly spread to the 
ght side of the face. At this time she noticed paraesthesia in the 
ft thumb. She was admitted to the London Hospital under the 
~ of Dr. George Riddoch on Feb. 21. The temperature was 
SF. (36.7° C.), pulse 80. She had complete facial diplegia, with 
DS of taste. There was no other nervous abnormality. Lumbar 
luncture: pressure 70 mm.; no excess of cells; protein, 120 mg. 
100 ml., W.R. negative. Next day a blood count showed : 
B, 88% ; W.B.C., 7,600 (polymorphs 45%, lymphocytes 48%, 
Sophils 2.5%, large hyalines 5%). On the 23rd she had 
. Sthesiae along the ulnar border of the left forearm and 
0. Uringand; the left lower limb felt weak; both ankle-jerks were 
use sh; and vibration sense was a little impaired in the left big 
tr Two days later the frontalis was working—on the left side 
— the right. On the 27th all facial muscles responded to 
ieee was treated by galvanism to the face and given 2 ml. 
n,” intramuscularly, twice weekly. i 
thepchanged on March 11. 
married woman aged, 54 had diarrhoea on March 13, 
; this lasted for seven days. Her daughter also suffered from 
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this complaint. The patient was admitted to Haymeads Hospital 
under the care of Dr. Leiper on the 20th, complaining of backache 
and vomiting. There were no abnormal physical signs in any system 
apart from a blood pressure of 200/110. All tendon reflexes were 
present. Dimness of vision started on the 27th, beginning with 
a left homonymous defect and progressing within 24 hours to com- 
plete blindness. She became drowsy and confused; the left optic 
disk was blurred; the tendon reflexes were absent, and the plantar 
responses flexor. Lumbar puncture: pressure 300 mm.; no increase 
in cells, protein, 288 mg. per 100 ml.; W.R. negative. After a few 
days the vision began to improve, and she was found to have a left 
lower homonymous quadrantic field defect. Plantar responses were 
flexor. She was seen by Dr. Russell Brain on July 3. The blood 
pressure was 210/95. The disks and fundi were normal. There was 
no field defect or any abnormality in the cranial nerves. Upper limbs: 
power good, no dystonia or ataxia; tendon reflexes present and 
equal; no sensory change to pin-prick, cotton-wool, vibration, or 
posture. Lower limbs: power good, no dystonia or ataxia; knee- 
and ankle-jerks absent on reinforcement; plantar responses flexor ; 
no sensory change to pin-prick, cotton-wool, posture, or vibration. 
Abdominal reflexes present and equal, 

Case 7.—This patient, a man aged 46, developed a cough during 
the first week of March, 1946. There was no pyrexia or sore throat, 
but he felt tired and ill. A fortnight later he noticed weakness of 
the lower limbs, which gradually increased, and three days later it 
involved the hands. Within a week he was unable to walk more 
than 400 yards or to shave. On April 1 he was admitted to the 
London Hospital under the care of Dr. George Riddoch. 

Examination revealed no abnormalities in the cranial nerves: There 
was weakness of the whole of the upper limbs, most marked dis- 
tally, and in the flexors and extensors of the wrist and fingers. The 
tendon reflexes were depressed. In the lower limbs the power was 
good in all groups save the dorsi- and plantar-flexors, especially 
the former. The knee-jerks were sluggish and the ankle-jerks much 
diminished. There was no sensory change to pinprick, cotton-wool, 
posture, or vibration in upper or lower limbs. The abdominal and 
intercostal muscles were strong. The abdominal reflexes were present. 
Lumbar puncture on April 6: pressure, 200 mm.; cells less than 1; 
protein, 20 mg. per 100 ml.; W.R. negative. He was given 2 ml. of 
“hepolon,” intramuscularly, on alternate days, and he slowly 
recovered. On May 20 the power was greatly improved and he 
walked unaided. 

Case 8.—A Wren aged 19 had a very mild cold early in December, 
1945, which lasted for a week. On Dec. 22 she noticed weakness of 
both shoulders and weakness of flexion of arms on shoulders, which 
progressed until Jan. 2, 1946. She remained on duty, but on Jan 
12 she had weakness at the hips, and this increased during the 
next three weeks until she was unable to stand. There were no other 
symptoms. She was admitted to the London Hospital under the care 
of Dr. George Riddoch on Feb. 18. 

Examination revealed no abnormality of the cranial nerves. There 
was considerable weakness of all muscles, particularly of the 
shoulder-girdle muscles. The triceps and the_brachioradialis were 
weaker on the right than on the left. There was slight weakness of 
the muscles of the forearms and hands, the intercostal and abdominal 
muscles, the extensors of the trunk, and all hip-girdle muscles, 
especially the flexors. The flexors and extensors of the knees were 
somewhat impaired, but the leg and foot muscles were good except 
for weakness of dorsiflexion on the right due to old peroneal- 
nerve injury. The abdominal reflexes were brisk and equal. All tendon 
reflexes were present and equal. There were bilateral flexor plantar 
responses. No sensory abnormality was noted. Lumbar puncture 
on Feb. 23: pressure 60 mm.; 1 cell; protein, 20 mg. per 100 ml.; 
Lange 0111000000; W.R. negative. During the next eight weeks the 
left lower lobe of the lung collapsed and she had to be placed in a 
Drinker respirator. Plugs of mucopus were sucked out on two 
occasions, with eventual re-expansion of the lung. Her neurological 
condition, which had been slowly improving, relapsed as the result 
of the pulmonary complication. On June 6 she was transferred to 
another hospital for swimming-bath treatment. She was then as 
weak as when first seen. 

Case 9.—A married woman aged 54 developed a sore throat, 
cough with greenish sputum, and pyrexia at the end of January, 1946. 
Three days later the temperature rose to 104° F. (40° C.), the sputum 
increased, and bronchopneumonia was diagnosed. Sulphathiazole and ~ 
systemic penicillin were given. On Feb. 16 she was afebrile; rales 
were heard at both bases. On the 22nd she had weakness in both 
shoulders, which increased during the following 24 hours. Next day 
she had tingling in the finger-tips, and the lower limbs felt weak. 
On the 28th she was seen by Dr. George Riddoch. Moist sounds 
were heard at both bases. The cranial nerves were normal. There 
was weakness of all the upper-limb muscies, especially the scapula: 
group, the deltoid, the flexors of the elbow, and, to a less extent, 
the extensors of the wrists. The supinators were more affected than 
the pronators, and the extensors of wrist and fingers more than the 
flexors. There was no weakness of the trunk, but moderate weakness 

of hip flexors and adductors of thighs was noted. The dorsiflexors 
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of the feet and toes were weak. Good power remained in the lower- 
limb muscles. Tendon reflexes were absent in the upper and lower 
limbs, save a much diminished left knee-jerk. Plantar responses were 
flexor. Abdominal reflexes were present and equal. There was no sen- 
sory change in the upper limbs; vibration was absent in the feet. On 
March 7 moist sounds were still heard at both bases. The physical 
signs in the central nervous system were unchanged, apart from 
diminution to pin-prick below the elbows and mid-calf. The patient 
was given 2 ml. of “ hepolon,” intramuscularly, daily. There was 
increased power in the affected muscles on March 23, and consider- 
able improvement in the power of all affected muscle groups on 
May 2. The knee-jerks were just present. 


Discussion 


The brain-stem group is remarkably reminiscent of encephal- 
itis lethargica, although it differs greatly from the haemor- 
rhagic influenzal encephalitis first described by Leichtenstern 
(1890). Drowsiness, with the rapid development of nuclear 
midbrain lesions, occurred in both cases. The fleeting abnormal 
plantar responses in one patient and the weakness of proximal 
muscles groups, with areflexia and peripheral sensory change, 
in the other indicate a more widespread attack on the neuraxis. 
Complete recovery ensued within three weeks in Case 1; and 
equally striking, although slower, was the improvement in 
Case 2, following a total ophthalmoplegia interna and ex- 
terna. Unfortunately, it is a matter for speculation whether 
the condition can be identified with encephalitis lethargica. 
Von Economo (1931) considers that the somnolent-opthalmo- 
plegic type is the true basic form of this disease, and is the 
type that occurs sporadically. Certainly Case 1 might be re- 
garded as a classical example of this variety. 

Signs of a transverse or patchy myelitis affecting the lower 
thoracic cord occurred in two patients after an influenza-like 
illness. Recovery was slow, and, again, in the absence of patho- 
logical material, it can only be suggested that this group corre- 
sponds to the two patients described by Greenfield (1930), in 
whom histological examination disclosed evidence of an acute 
disseminated encephalomyelitis. 


Of the polyneuritic group, Case 5 conforms to the classical 
type of acute toxic polyneuritis of Guillain, Barré, and Strohl 
(1916)—a febrile illness for three weeks being followed by facial 
diplegia, with an increase in the protein content of the cerebro- 
spinal fluid. In Case 6 the patient, after an attack of diarrhoea, 
became drowsy and confused, with rapid visual failure’ of a 
cerebral type. All tendon reflexes disappeared, and the C.S.F. 
contained 288 mg. of protein per 100 ml., with no increase in 
cells. During recovery, which occurred rapidly and completely, 
a homonymous quadrantic field defect was observed. The 
tendon reflexes in her lower limbs were still absent three and 
a half months after the onset of symptoms. Case 7 developed 
a subacute weakness of the dorsiflexors of the wrists and 
ankles, without sensory change and with a normal C.S.F., 
three weeks after the onset of symptoms. Case 8 was in every 
way atypical, a slowly progressive weakness of hip- and 
shoulder-girdle muscles developing over six. weeks and then 
becoming stationary, with no sensory change and a normal 
C.S.F., two months after the onset of symptoms. In Case 9 
weakness of hip- and shoulder-girdle muscles developed 
following a 23-day pyrexia, associated with a basal broncho- 
pneumonia. Recovery occurred slowly over the two months 


she was observed. 


This small epidemic of nervous diseases, while of such varied 
types, appears to be related to some common factor. Whether 
the prodromal illness was in fact an attack of influenza B is 
unknown, but the incidence of the cases is related to the peak 
period of this 1946 epidemic. Certainly, too, it seems that the 
type of case described above has been unusual during the past 
few years, as have epidemics of influenza B, sporadic cases 
of which appeared in England for the first time in 1939. In 
1943 only a minor outbreak occurred, but in 1946 the death rate 
from influenza rose to a higher level than for the two previous 
years. 

Whatever the relationship, however, the three groups seem 
to be the result of a virus attack on the nervous system, pro- 
ducing either polioclasis or myelinoclasis. It would appear 
likely from the known characteristics of the viruses which 
attack the nervous system that two separate viruses are thus 
concerned. 
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Summ 
A small epidemic of nervous diseases coinciding with an epige 
of influenza B is described. 
It is suggested that a myeiinoclastic virus and a polioclastic yj 
are concerned. 
My thanks are due to Dr. George Riddoch and Dr. W. 5 
Brain for their criticism and advice. 
REFERENCES 


Von Economo, C. (1931). Ence, itis Lethargica, London. 
Greenfield, J. G. (1930). J. Path. Bact., 33, 453 


Guillain, G., Barré, J. A., and Strohl, A. (1916). Bull. Mém. Soc. méd. Hép, tte 
40, 1459. therapy 
Leichtenstern, M. H. (1890). Dtsch. med. Wschr., 16, 212, 388. 


patients 
of face, 
myalgia, 
dys. / 
ad Wil 
four cas 


ALLERGIC REACTIONS TO PENICILLIN 


the pati 
A. I. SUCHECKI, M.D.Paris pe icilli 
(From St. Charles’ Hospital, L.C.C.) surting 


soative. 
Gorde 


lergy | 
ccordit 


Reports on allergic reactions to penicillin are increasing 
number, This is becoming an important problem as more ay 
more patients are receiving penicillin therapy. Evidence 
accumulating that the offending agent is the active princisfduring t 
of penicillin. Theoretically, therefore—and actual practice hgserum-si 
shown this to be true—reactions may arise with any coggp—possib 
mercial preparation of the drug. The route of administratigeases de 
has in the majority of cases a bearing on the clinical featuggeessation 


and site of the allergic reaction. Local use of penicillin ygwas an | 
give rise predominantly to contact or sensitization dermatigspread a 
while parenteral administration is more likely to prody he eyeli 
immediate or delayed reactions resembling anaphylaxis. ild fev 


presenter 
Review of the Literature action. 


Pyle and Rattner (1944) and Kolodny and Denhoff 
reported cases with skin lesions due to penicillin sensitivig” ors 
The latter found among dermatological patients treated wi Below 
parenteral and local penicillin a 25% rate of skin complicatic publishec 
as compared with 6% among non-dermatological patem pullens, | 
Especially in cases of fungous infection was contact dermati ith my 
liable to develop, and skin tests ‘were positive to penicillin ag™0U"'s 
to trichophytin. From the study of their cases they conclu 


that there is no clear-cut relationship between the antigen bye 
substances common to some of the pathogenic fungi (Hyph Bar 
mycetes) and antigens of Penicillium notatum (Ascomycete Mc 
but clinical observations are suggestive. Goldman eft di. (I$ _ 
found 16 instances of contact dermatitis among 350 «a Has 
treated with penicillin locally. Vickers (1946) described a Gor 
of penicillin sensitization dermatitis ; a patch test with pe Stra 
cillin solution was strongly positive. Hellier (1946) stres Kol 
the rarity of contact dermatitis due to penicillin as compaj 
with that due to sulphonamides. 
‘ . Mhey can 
More characteristic are the manifestations described 
1943 ; they are practically always due to intramuscular peg, sens. 
cillin and resemble severe urticaria or serum sickness. Ly¢ ary of ‘ 


(1943), when reporting on penicillin therapy of surgical inf 
tions in the U.S. Army, found that there were urticat 
reactions not attributable to particular batches of the d 
Of 209 cases 12 (5.7%) had an urticarial reaction, of W I could 
he described three types: (a) without fever ; (b) with fever welling ¢ 
101° F. (38.3°C.); (©) with fever to 103° F. -(39.4°C) @pitisolat 
abdominal cramps. The urticaria appeared as early as the uch case 
day or as late as the fourth week. Fever was present onlypiset, du 
urticaria was severe, and normally did not exceed 101° F. Si he of th 
tests were negative. No precipitins were found in the st hac 
of patients tested during the phase of urticaria, and heteropys one 
agglutinins were not significantly and constantly increasqpscesses. 
Criep (1944) reported a case in which a massive general ‘ ling p 
urticaria appeared on resumption of a second parenteral COUPEE. U 
of penicillin. This persisted for six days. He made specgpiPecting 
laboratory investigations which showed the presence of sor © beca 
immune substances (reagins and precipitins) in the patieagtusion d 
serum. According to Criep tie following takes place: Mp gener 
penicillin administration—drug discontinued—second not 
administration —> allergic reaction. 
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Strazza (1946) had a case of a man aged 23 who six days 
after a course of parenteral penicillin became very ill, with 
urticaria, pruritus, restlessness, insomnia, pain in the hands and 
fret, breathlessness, and oedema of pharynx with dysphagia. 
He recovered after eight days. Calcium gluconate intra- 
ynously was ineffective, and a scratch test was negative. The 
piper on penicillin allergy by Kolodny and Denhoff (1946) 
gves, among others, data concerning six cases with urticaria 
aid five cases with a serum-sickness type of reaction. This 
chssification is arbitrary, but clinically useful as it permits the 
separation of mild from severer reactions. In seven patients 
the reaction started fourteen days after beginning penicillin 
therapy ; in another it began twenty-three days after. Five 
pitients had swelling of small joints of the extremities, oedema 
of face, moderate lymphadenopathy, generalized arthralgia, 
myalgia, and malaise. Recovery was complete in four or five 
dys. Adrenaline gave prompt but transient relief. Haswell 
aid Wilkinson (1946) have written an interesting account of 
fur cases presenting a reaction similar to serum sickness ; all 
the patients gave a history of previous treatment with local 
innicillin. The reaction occurred from six to twelve days after 
surting intramuscular injections of penicillin. Skin tests were 
sgative. 

Gordon (1946) reviewed the literature on the problem of 
lergy due to penicillin and added three of his own cases. 
cording to this author the incidence of allergic reaction 
uring the course of treatment is not frequent. A delayed 
erum-sickness type of reaction occurs even more uncommonly 
possibly once in 1,500 or 2,000 cases. Gordon's personal 
aes developed the reaction from two to seven days after 
esation of penicillin therapy. The first manifestation in each 
gs an intense urticaria with severe pruritus. Weal formation 
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dermatigppread all over the body, and in two out of three oedema of 
© prodypthe eyelids occurred. Pain in the joints was noticed ; malaise, 
axis. iid fever, and tachycardia were also present. Both palms 
presented an exfoliative dermatitis in the later stages of the 
action. Treatment with adrenaline gave satisfactory results. 
hoff (15 put its effect was transitory. The patients recovered in seven 
sensitivige days. 


eated waa Below are given a list of authors and the number of their 
nplicatiqgpUblished cases. The list includes Barker, Morris and Downing, 
1 pater Bullens, and Macey and Hays, as quoted in Gordon's paper. 
dermat@ith my own nine cases the total of collected case histories 
‘icillin qgemounts to forty seven. 


conclud No. of Cases 
antig Lyons (1943) 12 
Barker (1945) 1 
Morris and Downing (1945) 1 
Suliens (1945) 1 
Macey and Hays (1945) .. 3 
Haswell and Wilkinson (1946) 4 
Kolodny and Denhoff (1946) 
Total 38 


y can be classed as (a) allergic hydrarthrosis ; (b) urticaria ; 


simulating serum sickness ; (d) anaphylactic-shock-like syn- 
s. Lyme. Cases of sensitization dermatitis are included. A sum- 
ical inf" of the clinical features, with a few illustrative cases, follows. 
urtical 

the d Allergic Hydrarthrosis 

of whf I could find no similar published cases. As already noted, 
J feverp¥elling of the small joints with arthralgia is a common finding, 
°C.) @ut isolated articular involvement of a large joint is rare. Four 


uch cases have been seen. They were all similar in their 
piset, duration, symptomatology, and benign character, and 
tne of the patients had a history of previous penicillin therapy. 

ee had been treated for syphilis (two with primary syphilis 
¢ one with syphilitic arteritis) and one for multiple lung 
esses. The joint swelling occurred two to five days after 
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nt only 
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eneraliagarting penicillin ; the joint involved in all cases was the right 
ral coujee. Undoubtedly this was pure coincidence, and I am 
de specyPecting in the future to find other large joints affected. The 
, of sommice became swollen and slightly tender, and gradually a large 
 patieagFusion developed. There were no signs of inflammation and 
ice; Pape general condition remained unaffected; the temperature 
penicee"S Not raised, and the small joints were not involved. No 


skin eruption was noticed. Penicillin injections were not dis- 
continued on account of this complication, as it was felt that 
this was not serious enough to warrant such a drastic step. 
The effusion gradually lessened, and the joint became normal 
in eight to ten days. Only symptomatic treatment was given. 


Illustrative Case 

Case 1.—Male aged 42 years. He had never had penicillin before. 
He was admitted to St. Charles’ Hospital on Aug. 26, 1946, suffering 
from cerebral thrombosis of syphilitic origin. On the 31st penicillin 
was started in doses of 50,000 units intramuscularly every three 
hours. The drug used was a commercial batch of the sodium salt 
in aqueous solution. On Sept. 5 it was noticed that the right knee 
was oedematous. It was tender to palpation and fluid was present, 
but the skin was not hot, shiny, or red. An x-ray photograph taken 
on the same day showed no bone injury. The hydrarthrosis remained 
for about ten days and then slowly subsided. Eventually the joint 
returned to its former healthy state. Penicillin therapy was not 
stopped till the full dosage was given (5,000,000 units). Treatment 
was symptomatic and there was no recurrence. 


Urticaria 


This is a mild form of reaction, also called “ immediate ” 
by some authors to differentiate it from the delayed reaction 
of serum-sickness type. In reality the time of occurrence of 
both is extremely variable. In one case that I studied the onset 
of a mild urticaria was delayed for several days after cessation 
of penicillin, while in another a severe serum-sickness-like 
reaction made its appearance very early during treatment. The 
only basis for differentiation lies in the clinical features. 
Urticaria is mild, transient, and often overlooked, while the 
severe form of serum sickness has a dramatic onset with con- 
stitutional disturbance, often pyrexia, and occasionally collapse. 
This form needs prompt recognition and appropriate treatment. 

The urticaria appears most commonly during penicillin treat- 
ment, as does the previously described knee effusion. Only 
the skin is involved, and the principal lesion consists of a 
blotchy rash against an erythematous background. The small 
weals are distributed on the trunk—usually the front of the 
chest and upper abdomen. Limbs, neck, and scalp may also 
be affected. Pruritus is always present, and this is the first thing 
the patient notices. The temperature remains normal and there 
is no tachycardia. In one only of my cases was there a history 
of previous penicillin administration. 


Illustrative Cases 


Case 2.—Soldier aged 28, with a diagnosis of post-basal empyema 
following pneumonia. He had been treated in December, 1945, with 
intramuscular injections of penicillin. Admitted to St. Charles’ 
Hospital on March 25, 1946. Penicillin in three-hourly doses of 
30,000 units was given from April 2 to 16. On the third day after 
starting injections the patient complained of itching on the chest 
and abdomen. A mild urticarial eruption was noted and calamine 
lotion appiied locally. Penicillin was continued and no more notice 
was taken of the urticaria, which faded out after four to five days. 
I cannot find in the records any mention of a reaction during the 
first course of penicillin. 

Case 3—A young doctor aged 30, admitted to St. Charles’ 
Hospital for recurrent boils of neck. He had never had penicillin 
previously. In July, 1946, was started a course of three-hourly 
intramuscular injections of sodium penicillin for five days; each 
injection consisted of 30,000 units. Three days after completion 
of treatment a mild urticarial rash appeared on scalp, neck, and 
legs. Intense irritation of the skin and moderate nocturnal dyspnoea 
were present. Intravenous calcium gluconate 10% solution gave no 
relief. Recovery took place in five to seven days. 


Reaction Simulating Serum Sickness 

This reaction is not confined only to the skin, but produces in 
addition an oedema which at times is considerable, arthralgia, 
bronchospasm, and a severe general reaction. It may occur 
during penicillin treatment or several days after cessation. On 
the average the onset is from five to thirteen days after the 
first injection. In two of my cases penicillin has been given 
before, and in both a penicillin patch test was positive. 

The onset is rather abrupt, with at times fever of 102° F. 
(38.9° C.). Giant urticaria affects the skin all over the body. 
Within twenty-four hours the weal formation is completed ; 
even the face is not spared. The skin irritation is intense, and 
the patient becomes restless and cannot sleep. Angioneurotic 
oedema is always present in these cases. Particularly noticeable 
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is the oedema of face, lips, and eyelids. The hands, feet, 
and forearms are swollen and painful. The oedema is intense, 
and is a classic example of pitting oedema. One has only to 
consider this aspect of the reaction to realize how widespread 
and intense is the damage to the capillaries ; fortunately it is 
transient and recovery is complete. The urine is clear and 
contains no albumin. Blood pressure remains within normal 
limits. In one subject only have I noticed subcutaneous 
bruising of the palms of both hands, and he complained of 
tenseness and aching in the affected palms. No exfoliative 
dermatitis was noted in any of my cases. Arthralgia is not 
the rule. Usually the small joints of hands and feet are 
involved. 
Illustrative Cases 


Case 4.—Male aged 27 years, with no personal history of asthma, 
urticarial rashes, or migraine. He was treated at St. Charles’ 
Hospital for a septic right index finger, and had 700,000 units of 
sodium penicillin between Sept. 4 and 8, 1946. At that time no 
complications had been noted and the patient was discharged. On 
Sept. 17—i.e., nine days after completing the course of penicillin— 
he became ill with a temperature of 102° F. (38.9° C.) and generalized 
urticaria. He was admitted again on the 20th. On examination 
giant weals were seen on neck, chest, abdomen, and thighs. The 
areas of skin between the weals were erythematous and slightly 
raised. The palms showed diffused ecchymotic subcutaneous 
patches. Severe angioneurotic oedema of feet, legs, dorsum of 
hands, wrists, face, lips, and left upper eyelid was present, and 
pitting oedema round ankles and dorsum of feet. The patient com- 
plained of intense irritation of the skin and tenseness in both hands. 
His general condition was poor and he was restless. The heart and 
lungs were normal, as were also the blood pressure and urine. 
He was put on strict bed rest, hypodermic injections of adrenaline, 
ephedrine, and phenobarbitone, with calamine lotion locally. The 
urticaria cleared after three days. The oedema persisted for a 
few more days and he was allowed up on Sept. 27. He went home 
on Oct. 1. 

Case 5.—Male aged 23 years. This patient had gonorrhoea in 
May, 1946, and was treated with 150,000 units of penicillin. He 
contracted syphilis in the following August. He attended a V.D. 
clinic for treatment and was put on two daily injections of 120,000 
units of penicillin in ethyl oleate. After thé tenth injection he 
developed a giant urticaria, and was admitted to St. Charles’ 
Hospital, complaining of severe pruritus, oedema of lips, and 
malaise. In view of the seriousness of the general reaction peni- 
cillin had to be discontinued. The reaction gradually subsided on 
adrenaline and phenobarbitone. A penicillin patch test was strongly 
positive. Calcium gluconate 10% solution given intravenously for 
four days brought no improvement. He was discharged on Sept. 14. 

Case 6.—Male aged 26 years, suffering from a discharging sinus 
of the left shoulder following gunshot wounds. He gave the follow- 
ing history of previous penicillin treatment and allergic reactions: 
(1) July, 1944, given nearly 2,000,000 units (make unknown) by 
intramuscular injections. Developed an urticarial rash during tréat- 
ment; no details supplied. (2) August, 1945, received intramuscular 
injections of sodium penicillin for 48 hours (total of 270,000 units). 
Three days later, while at home, urticaria developed. The patient 
could give no details of its duration or severity. 

On July 25, 1946, this patient underwent an operation for chip- 
grafting of the humerus at St. Charles’ Hospital. On the same 
day three-hourly parenteral penicillin was started, and this was 
discontinued on Aug. 1, the total dosage amounting to 1,140,000 
units. At 11 p.m. on Aug. 3—i.e., nine days after beginning treat- 
ment—large urticarial weals suddenly appeared. The arms and 
legs were covered with them, and the patient complained of pain 
in the small joints. The temperature and pulse rate were not raised. 
There was a distressing skin irritation. Adrenaline hypodermically 
was given at once. His condition gradually improved after a few 
days, and he was discharged on the 8th. 

The patient was readmitted the next day for a repeat of the peni- 
cillin course. This was started at once and three days later a 
mild urticarial reaction appeared. The penicillin was stopped after 
1,620,000 units had been given. 


Anaphylactic-shock-like Syndrome 

Theoretically this may arise in certain subjects, previously 
sensitized to penicillin, who receive after an interval multiple 
parenteral injections, or even a single injection, of the drug. 
I have personally not seen such an occurrence. The case 
reported by Strazza (1946) presented what appeared to be 
anaphylactic shock, but skin lesions were also very prominent. 
O'Donovan and Klorfajn (1946) produced an anaphylactic- 
shock-like reaction in a previously penicillin-sensitized patient 
by giving him a single intramuscular injection of 15,000 units 
of sodium penicillin. Fifteen to twenty minutes after the 


—_— 


injection the pulse became qnick and thready, and a throbjj 
sensation in the face, breathlessness, restlessness, pallor, ¢9) 
sweats, and mild rigor occurred. Six hours later an gg, 
dermatitis of the face appeared. He slowly recovered jn ty, 
days ; a patch test became strongly positive on the third dh 


Discussion 


The frequency of these reactions to parenteral penicillin } 
been put at varying figures between 0.56% and 5.7%, 
former is probably nearer the truth. 

The aetiology is still a debatable subject. Some observe; 
believe the reaction to be due to impurities. Others—and theg 
form a majority—incriminate the active principle of penicillig 
Commercial penicillins are doubtless increasingly more refined 
but reactions are reported in ever larger numbers. The Pure: 
form yet known—the crystalline penicillin—gave in the hang 
of some workers positive skin tests in sensitized subjects, 
long as penicillin remains unsynthesized a categorical ansy. 
is impossible. The search for specific serum antibodies } 
so far given no convincing results. All that is known js th 
a small number of people are susceptible to penicillin sensjti 
tion, and that this susceptibility is greatly enhanced in ¢h 
presence of skin infections, especially those due to a fungy 
Previous penicillin treatment, parenteral or local, can predispo 
to allergic reactions. We have seen that some of these may } 
very severe and call for cessation of treatment ; attempts 
desensitization have been made by some workers. O’Donovg 
and Klorfajn successfully desensitized one of their patients ip 
repeated oral doses of penicillin. 

Skin tests have given variable results ; the patch test is eas 
to perform and is frequently positive. Dr. P. Headon suggesty 
dry powdered penicillin on a square of gauze applied to t 
skin of the chest or arms. In Case 5 a positive result w 
obtained two hours after application, the patient complaini 
of itching in the right hand and swelling of the lips. The td 
was also positive in Case 4, in which it was performed at t 
time of recovery ; the same patient had a negative intraderm 
test. Adrenaline hydrochloride hypodermically and ephedri 
orally give rapid relief. These drugs should be repeated 
frequent intervals in conjunction with small doses of phen 
barbitone. “ Benadryl,” the new anti-histamine drug, may | 
found useful in the treatment of manifestations of penicill 
hypersensitivity, especially in cases with marked urticaria. 

What should be done if penicillin is again indicated in 
case with a history of extensive urticaria following previo 
penicillin treatment, with subsequent recovery ? Most o 
vers are of the opinion that the drug should not be withheld § 
it is considered important to the treatment. The patient shou! 
be watched, and if an unusually severe reaction occurs cessatio 
of penicillin will have to be considered. No useful purpose 
served by changing to another commercial batch. Dr. A. 
Shaw suggested the use of skin tests to discover susceptib 
individuals, especially among those who have had (a) pericil 
once or more previously; (b) a history of allergy, such 
asthma, migraine, hay-fever ; (c) fungus infection ; (d) sensitiz 
tion eczemas. Unfortunately skin tests are often negative 
obviously allergic patients, and | wonder whether a prelimina 
injection of, say, 15,000 units would produce a clear-cut a 
mild enough reaction to indicate a penicillin reactor. 


Summary 

Thirty-eight cases of allergic reactions to penicillin have & 
collected from the literature and reviewed. Emphasis is laid on ¢ 
manifestations due to parenteral administration. 

Nine personal cases are added, of which 4 presented hydrarthros 
2 urticaria, and 3 serum-sickness-like reaction. 

A clinical description of various types of reaction is given. — 

Susceptibility to reactions and the use of skin tests are dealt wil 
frequency, aetiology, and treatment are also discussed. 
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a throbbiy 
a NEUROMYELITIS IN MUMPS 
Ted in tw BY 
ant RONALD E. CHURCH, M.B., B.Chir. 
Late R.M.O., Jersey General Hospital 
a, “il the occurrence of nervous complications in mumps points to 
— 7 the fact that the mumps virus possesses potential or even 
primarily—according to Dopter (1910}—neurotropic propen- 
> Observed sities. The experimental work of Gordon (1927), in which 
and theg meningitis was produced in monkeys by intracerebral injection 
a of a filtrate of saliva from mumps patients, lends support to 
Tefined 
this view. 
oo Systematic lumbar puncture in cases of mumps by French 
bina a ysicians has shown that a meningeal reaction in the form 


of a lymphocytosis is almost constant. Definite meningeal 
smptoms are much less frequent, Dopter reporting 9.8% of 
cises with meningeal symptoms out of a total of 1,705. Typical 
meningitis is even more rare, Roux recording three examples 
anong 274 cases of mumps. Meningo-encephalitis may also 
ocur,:and Howard (1919) reports three cases in which the 
encephalitis occurred without parotitis during a mumps 
epidemic. 
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may 

tonal The above complications seem to occur at the height of the 
YDonovalfattack of mumps or shortly before or after it. The rarest com- 
patients plication, and one which appears to have a more delayed onset, 


is neuritis, or neuromyelitis. This may be localized or wide- 
spread. The third, sixth, seventh, tenth, and twelfth cranial 
erves have all been reported affected, the commonest being 
he seventh—possibly through mechanical causes rather than 
irus infection in some cases. Paralysis of the serratus magnus 
as been reported by Harris and Bethell (1938). Lightwood 
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_~ 311946) recorded a case of a flaccid paresis of the right lower 
ned at tiglimb occurring eight days after the onset of parotitis. While 


these cases are localized, a quadriplegia may develop, and five 


—— cases of this are reviewed by Collens and Rabinowitz (1928), 


= their own case being of a man of 29 who developed a flaccid 
of phen quadriplegia three weeks after the onset of epidemic parotitis, 
g, may swith complete bilateral facial paralysis, loss of the deep reflexes 
* penicilige! the limbs and of superficial reflexes, and loss of position and 
ticaria, pYibration sense in the extremities. The cerebrospinal fluid was 
ated is ormal. Recovery was complete in four months. The four 
; previo other cases were similar in the development of a quadriplegia 
‘ost obsel” intervals varying from 7 to 21 days after the onset of paro- 


itis. Position sense was lost in the case reported by Pitres and 
Marchand, and there was associated paralysis of both sixth 
rves and left facial and right hypoglossal weakness in a case 
eported by Revilliod. Recovery was complete in all these 
ases, though Ford (1937) mentions fatalities due to paralysis 
pf the diaphragm. The following provides another example of 
he quadriplegic type. 
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Case Report 
A woman aged 37 developed bilateral parotid mumps on May 29, 
946, but ignored the attack so far as was possible, continuing with 
er housework. A week later she developed pains in the back 
tween the shoulder-blades, which gradually became more severe 
mil she was confined to bed. Two weeks after the onset of 
arotitis there was a gradually increasing weakness of arms, legs, 
nd trunk until she was unable to sit or even move in bed. At 
he same time diplopia occurred, but there was no loss of sphincter 
ottrol. The pain in the back continued all this time, but she had 
O headache. A week later, on June 19, the patient was admitted 
D Jersey General Hospital. On examination at this time she was 
pyrexial and mentally alert though very depressed. She was unable 
D move her position in bed; the tongue was dry and furred, and 


have be 
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po with parotid swellings had subsided. The fundi were normal; there 
vs weakness of the third nerve bilaterally, paralysis of the left 

mh nerve, complete paralysis of the right facial nerve, and weak- 

8s of the right accessory nerve. Cervical rigidity was marked. 

tre was flaccid weakness of both arms with absent biceps jerks 

883. i weak triceps and supinator jerks. Position and vibration sense 
re impaired but other sensation was normal. Abdominal reflexes 

absent. There was a paresis of both legs, greater in the left 

130, 105% FAN in the right, with a positive Kernig sign, absent knee- and 
ikle-jerks, and absent plantar responses. As in the arms, position 

903. i vibration sense were impaired. Lumbar puncture was per- 


ed and a clear fluid, under 80 mm. pressure, was withdrawn. 
Queckenstedt response was normal. The protein content was 


20 mg. per 100 ml., there were 5 cells per c.mm., the W.R. and 
Kahn test were negative, and there was no change in the Lange 
test. 

The patient was treated in the usual way for polyneuritis, including 
the injection of 50 mg. aneurine hydrochloride daily. The right 
facial nerve had fully recovered in seven days and the other affected 
cranial nerves in fourteen days. In five weeks she was able to walk, 
and in eight weeks returned home, with absent knee- and ankle-jerks 
as the only residual signs. 
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CONSERVATIVE TREATMENT OF ACUTE 
PERFORATED PEPTIC ULCER* 


BY 


A. HEDLEY VISICK, F.R.C\S. 


Honorary Surgeon, York County Hospital; Consulting Surgeon, 
York City General Hospital 


The history of the treatment of acute perforated peptic ulcer 
shows a gradual trend towards conservatism. Four distinct 
phases in treatment during the last twenty-five years can be 
recognized, 

Stage 1——Closure of perforation. Thorough peritoneal toilet. 
Flushing and mopping out of all exudate and foreign bodies. 
Multiple drainage-tubes. 

Stage 2.—Closure of perforation. Limited cleansing and mopping 
of peritoneum. Removal of obvious foreign bodies. Single supra- 
pubic drainage for twenty-four hours. 

Stage 3.—Closure of perforation. 
obscuring site of ulcer. No drainage. 

Stage 4.—Conservative non-operative treatment. 


Aspiration of fluid only if 


It is a very short but adventurous step from Stage 3 to 
Stage 4. For many years I had deliberately made no effort to 
remove the beer and carrots from the peritoneum because the 
task seemed hopeless, yet not one case of subphrenic abscess 
resulted. It was pneumonia and cardio-renal failure which were 
responsible for the fatalities that did occur. 

Three further observations seemed to point the way towards 
greater conservatism. First, all surgeons must have felt on 
many occasions that surgical intervention had done more harm 
than good. It was no uncommon experience to find the per- 
foration already sealed off. Operation then merely breaks 
down the adhesions and attempts to repeat what Nature has 
already effected. Secondly, during the course of the last 400 
gastrectomies for chronic peptic ulcer we have several times 
noted the presence of sheets of adhesions which indicated that 
a spontaneous closure of an acute perforation must have 
occurred in the past. Finally, I can remember more than one 
obstinate patient who, although threatened with the serious 
consequences of refusing operation, has nevertheless survived 
and remained well. 

In spite of these reminders that spontaneous recovery can 
occur it was not until Bedford-Turner (1945) reported a series 
of six cases treated conservatively that I had the courage to 
follow his lead. For twelve months I treated every case of 
acute perforated ulcer conservatively. There was no selection 
of favourable cases, but unfortunately the series is small. 
Taken in conjunction with many similar series all over the 
country, it did provide encouraging evidence in support of a 
trial for non-operative treatment. 


Technique 
The technique of treatment was as Bedford-Turner described : 
Intravenous morphine, repeated as often as necessary to give com- 
plete relief from pain. Stomach wash-out with large-bore tube if 


a recent meal has been taken. Intermitient suction half-hourly 
through a Ryle tube passed via the nose. No drinks allowed for 


*Part of a lecture delivered to the Leeds and West Riding 
Medico-Chirurgical Society, Feb. 15, 1946. 
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thirty-six hours, fluid intake being maintained by intravenous saline This case taught us two lessons: (1) Enough morphine 


(and sulphonamides). Frequent mouth-washes are given. 


For the earlier cases Fowler’s position was maintained, but 
Spalding (1946) has shown that this position is not always 
desirable, and we are now observing the effects of allowing 
patients to remain in any position they find comfortable. 

On admission each patient presented the typical picture of 
_a case of acute perforation. With the exception of Cases 5 
and 14 pain has been relieved within one hour, and thereafter 
no patient complained of pain apart from movement. Deep 
breathing continued to cause pain under the right costal margin, 
but it is important to encourage occasional forced respiration 
to avoid basal congestion. Temperatures were usually sub- 
normal on admission, frequently rising to between 100° and 
104° F. (37.8° and 40°C.) within the next twenty-four hours. 
A similar rise in the pulse rate to between 110 and 120 occurred 
in most cases. Thereafter the temperature fell gradually by 
lysis, becoming normal between the sixth and eighth days. No 
anxiety was felt in spite of the rise, because the general appear- 
ance of the patient remained tranquil. Provided adequate fluid 
intake was maintained intravenously the tongue became moist. 
and urinary output was satisfactory. 

The abdomen remained boardlike for twelve to eighteen 
hours, after which the muscles gradually relaxed, first on the 
left side, then over the right iliac fossa, and finally over the 
right upper abdomen, leaving a slowly diminishing area of 
guarding and tenderness over the right hypochondrium for six 
or seven days. Persistent pain in this area is suggestive of the 
development of a subphrenic abscess, which occurred in Case 10 
and required drainage on the tenth day. 


Results 
Of the 14 cases 11 were discharged symptom-free, but all are 
too recent for comment on results. Details of the cases will 
be seen from Table I. All patients were males, twelve having 
duodenal ulcer, one a gastric ulcer, and one a stomal ulcer 


be given to enable the patient to breathe without Pain 
bronchopneumonia is to be avoided. (2) Even an eno 
perforation is capable of spontaneous closure if it is Jef al 

Case 8.—This patient was admitted five hours after perf 
He responded satisfactorily for three days, but on the fourth 
he complained of increased pain under the right ribs, and , 
examination suggested a subphrenic abscess, which was qj 
through the twelfth rib on the tenth day. This delayed his 
vaiescence for two weeks. : 

Case 13.—I had seen this man one year previously and 
that, owing to severe chronic bronchitis, surgical treatment was 
justified. When he was readmitted with an acute perforation 
servative treatment seemed indicated. 

Case 14.—Post-mortem examination disclosed a large gastric yj 
partly adherent to the pancreas. There was a subphrenic and 
hepatic abscess, into which the gastric contents continued to |e 
The patient died from uraemia on the fifth day. 

Of the three unsuccessful cases operation might have Prov 
successful in Case 14. Delayed operation undoubtedly 
tributed to failure in Case 5, while in Case 13 the patient wo 
probably have died from chest trouble if he had been giv 
an anaesthetic. 

This small series of cases provides evidence which sho 
that, if the perforation is small and spillage of gastric conte 
is minimal, spontaneous closure of the ulcer can occur, wi 
subsequent resolution of peritonitis. It is precisely in 
group of patients that operative mortality is minimal, 
extended experience is necessary before we can decide whet 
the risks involved in conservative treatment will justify furt 
trial. At the moment simple closure without drainage remai 
our standard treatment, but for doubtful cases where clini 
signs indicate a leaking ulcer conservative treatment does 
reasonable. 

Late Effects of Acute Perforation 


Illingworth (1946) has shown that the longer the hi 
before perforation and the sooner symptoms recur after ope 


following previous gastro-enterostomy. tion, the worse is the prognosis, and that within five years 504 
Tas_e I.—Details of Cases 

Case | Age | Previous History Hours Perforated | Hours Since Meal Remarks | X-ray 

. | a 2 weeks 5 6 Refused operation D.U. | No symptoms 13 months 

2 | 50 10 years 4 4 Gastrectomy 3 weeks later _D.U. | | 

3 40 3 3 Gastrectomy 2 weeks later S.U. 

$ | 42 2 weeks 7 7 Pneumonia P.M. : D.U. Died 

6 54 | 15 years 1 2 -- D.U. No symptoms 8 

7 | 36 1 § D.U. 5 

8 45 20 5 | 7 Subphrenic absc ss D.U. | 4 

9 .| 32 16 3 D.U. 
10 64 ee 5 5 —_ D.U. | Pain + 1 mo 
11 | 42 6 | 7 | No symptoms 
13 50 .. « 5 Pneumonia P P.M.:D.U. | Died 2 weeks 
14 59 4 6 Subphrenic abscess; uraemia | P.M. : G.U. | 1 week 


Five cases call for special comment: 


Case 3.—This patient was known to have a stomal ulcer following 
gastro-enterostomy, for which he had refused operation one year 
previously. He was seen in consultation three hours after acute 
perforation, and routine conservative treatment was started. He 
responded satisfactorily, and two weeks later a very extensive 
five-sixths gastrectomy was performed. Evidence of recent peri- 
tonitis was obvious, oedematous filmy adhesions covering the left 
upper abdomen. He is symptom-free now, and a fractional test 
meal shows no free acid. 

Case 5.—This patient was admitted seven hours after acute per- 
foration. His clinical condition was very poor, marked cyanosis 
being a most noticeable feature; pulse 90, temperature subnormal, 
tongue dry, herpes labialis present. He was put on routine treat- 
ment, but four hours later his colour remained poor. At this point 
I lost my nerve and decided to operate. As soon as the spinal 
anaesthetic became effective his breathing became tranquil and his 
colour improved. On opening the abdomen much turbid fluid was 
seen, and art enormous duodenal perforation was found completely 
sealed off by recent fibrin and by adhesions to the adjacent liver. 
These adhesions were broken down and the ulcer closed by omental 
plug. During the next four days his abdomen remained soft and 
was not tender, but his general condition deteriorated, and he died 
on the fourth day. ‘Post-mortem examination confirmed the presence 
of pneumonia, and there was every indication that the peritonitis was 
clearing satisfactorily. 


of patients experience severe relapse. It will be of great inter 
to compare the late results in a group of patients after ¢ 
servative treatment with a similar group treated by operati 


Effect of Previous Operation on Subsequent Gastrectomy 

Table II shows that previous operation for acute perforati 
has no effects on the mortality of a subsequent gastrecto 
Provided the ulcer is simple the mortality remains 1.1%. 
the ulcer has developed a chronic perforation the risk of gas 
tomy is increased sixfold, and here again previous operation 
acute perforation does not add to the danger of gastrecto 
the mortality being 6.6%. 


TasLe II.—Effect of Previous Operation for Acute Perforation 
Mortality ef Gastrectomy for Duodenal Ulcer 


Simple D.U. .. 171 2 11% 
Simple D.U. and acute perforation 23 0 , 
Chronic perforated D.U. .. 77 5 66% 
Chronic perforation and acute perforation 15 1 

Total 286 8 2% 


| 
Simple D.U. includes all types of duodenal ulcers which have not 


all of duodenum. Ten were associated with previous gastro-enterost 
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e odenal ulcers are kissing ulcers—one anterior an : 
rPhine it is difficult to understand why the pos- Taste Uleer—Gasiric 
Out pain = ulcer penetrates so much more deeply and more often = 
left odenal ulcers they were associated with previous Cass ious on te Pertora 
perforations on only 15 occasions. In every | | 
fourth of acute perforation simple closure had been performed. 4 
» and x yoydin has advocated gastrectomy for acute perforations, 191-200 | 14 35 5 
was 4 his mortality is 6.0%, but in this country such radical treat- . = 
is considered unjustifiable. I have done it only twice, 
sad de re patients who had each perforated on two previous occasions, 400 . 57 123 18 
mo os and 1 can confirm that their post-operative condition compared 
oration cof vourably with that of patients by their side who had merely =. 1 shows the following points of interest: (1) The 
ad a closure of an acute perforation. diminishing incidents of a history of acute perforation. In 
gastric ulg Incidence oration ©@ch succeeding 100 patients accepted for gastrectomy there 
Lic and su Bilect of Gastrectomy on the of haute Put : has been a history of fewer acute perforations. (2) The 
ted to led Jn years past it was no uncommon experience for patients marked increase in the number of chronic perforations among 
perforate while in a medical ward under treatment or while the Jast 200 cases. (3) The relatively small proportion of cases 
ave provi the waiting list for surgical treatment. One man recently jn which a chronic posterior perforation has been associated 
jgsisted on a full six-weeks course of medical treatment, with a previous acute anterior perforation. 
tient woul though his pain was not relieved by rest. He perforated in 
been gival ge early hours of the morning on which his gastrectomy had Prophylactic Gastrectomy 
tyen planned. These experiences have pear: ang) ergs af wena Patients who have perforated more than once are in special 
rich show wgent gastrectomy for all patients whose pain is not egpraton danger, and no one as has had a second perforation should 
ic conten ty two weeks’ adequate be all d to risk a third. For him pro strectom 
\ccur, requiring priority admission those who are considered suitable is indicated it must be no timid 
ly in for gastrectomy. By this means vw have undoubtedly antici- followin, 
al. Mom pated acute perforation on several occasions. 
de whethe One woman, aged 21, with a five-year history of severe recurrent tions treated by suture. ss we after the third acute aiiiaadion 
ify furth pain, must have perforated during the induction of anaesthesia. 
pe remaiggn raising the liver a neat round hole was seen punched out of When T first om him there were Sour abdominal scare each with a 
re clisigytie duodenum. There were no limiting adhesions and no effort |. 1 Guerated for the fifth time, and found that a very timid 
ization. ood cough and her gastric contents would ~ pe J : ry 
does see One 8 two-thirds had been done, which prevented 
a ‘ the formation of an enormous jejunal uicer that had penetrated 
Another patient, a of d into the liver. It was possible remove the greater part of the 
formed red oedematous fibrin lying on A a 7 aadatecnin stomach remaining, together with the jejunum containing the ulcer, 
he histog was wiped away a small perforation was found underneath. : leaving only a small cuff of stomach for the anastomosis. This 
Fter ope In many other cases oedematous adhesions and massive patient is now symptom-free, and since he has achlorhydria an 
years 50% induration were indications of the imminent perforation of the — ulcer is unlikely to re-form. 
ulcer which lay underneath, for when the specimen has been Case 101.—A man was admitted six hours after his third acute 
examined after removal the ulcer base has been seen to consist perforation. As his genewal condition was good I thought it would 
———f only of peritoneum. In many of these cases active surgical save him a fourth operation if I performed an emergency two-thirds 
Time Since t forestalled inevitable acute perforation. gastrectomy. The operation presented no difficulty, and his con- 
Perforatior treatmen 5 valescence was uneventful. Twelve months later he developed 
Owing to the shortage of beds during the war we were NOt  cymptoms due to stomal ulcer, A test meal was high normal, and 
— able to give preliminary medical treatment to all, yet to Our radiographs confirmed the presence of stomal ulcer. A very radical 
13. J surprise we found that operation during the active phase, with- secondary gastrectomy has eliminated free acid, and he is now 


out preliminary medical treatment, does not carry any increased 
risk, and is in fact much easier than during a quiescent interval. 
Just as an acute appendix will separate easily by gentle finger 
dissection during an acute attack, but requires sharp dissection 
with scissors to divide firm dry adhesions during a quiescent 
interval, so it is with the duodenum. The line of cleavage is 
more easily defined even if a chronic posterior penetrating 
ulcer is present, and in not one case in which perforation seemed 
to be imminent has the patient died. 

An acute perforation “out of the blue” cannot be antici- 
pated, but an acute perforation following a long period of 
dyspepsia can and should be prevented. 

It has often been said that a rise in the number of gastrec- 
tomies performed will be aceompanied by a disastrous increase 
in the operative death rate. We have found that for the years 
1941-3 the mortality of gastrectomy was 12.3%. The number 
of acute perforations operated on by all the surgeons in York 
averaged 36 a year, and the combined operative mortality for 
these cases was 20%. With increased experience the mortality 
of the gastrectomies I have performed has fallen to 3.6% for 
the last 330 cases. The number of acute perforations occur- 
ting each year has been reduced by 44%, and the operative 
mortality of those who did perforate has remained disappoint- 
ingly high—22%. These figures indicate that not only has the 


Mortality rate of gastrectomy been materially reduced but 


here has been a substantial drop in the total number of acute 
perforations. 

It seems reasonable to infer that we have in fact anticipated 
acute perforations in a considerable number of “cold” gas- 
irectomies, substituting an operation which carries a mortality 
rate of 3.6% for one which carries a 20% risk if the ulcer is 
allowed to perforate. : 


symptom-free. It would have been better had I treated the third 
acute perforation conservatively, and performed a more radical 
gastrectomy two weeks later. 


These cases indicate the necessity for performing a very 
radical 90% gastrectomy for those who have had multiple 
acute perforations. 

As a result of my experience during the past fite years I 
have come to the conclusion that there is justification for the 
further trial of conservative treatment of acute perforated peptic 
ulcer. A more urgent radical treatment for chronic peptic 
ulcer causing severe symptoms which do not respond to medi- 
cal treatment has on many occasions proved successful in 
anticipating acute perforation. 


Summary 


There has been a gradual trend towards increasing conservatism 
in the treatment of acute perforated peptic ulcer. 

A small series of 14 unselgcted consecutive cases of acute per- 
foration were treated conservatively—twelve duodenal ulcers, one 
gastric ulcer, and one stomal ulcer. Of the 11 survivors one 
developed severe symptoms within a month of his discharge. 

The essentials of treatment are relief of pain by adequate doses 
of morphine, and prevention of further leakage by aspiration of 
stomach contents. Intravenous sulphathiazole was given to all. 

Previous operation for acute perforation has no effect on the 
mortality of subsequent gastrectomy, which is 1.1% for duodenal 
uicer that has not penetrated deeply. If a chronic perforation has 
occurred the mortality of gastrectomy is 6.6%. Only 15 out of 92 
chronic perforating duodenal ulcers were associated with a previous 
acute perforation. 

Acute perforation can be anticipated and prevented by more 
urgent surgical treatment of chronic peptic ulcer. Such cases need 
priority admission. 


; 
2 weeks 
1 week 
at interg 
after cd 
operatid 
rectomy 
erforati 
strectony 
1.1%. 
of gastr¢ 
ration ff 
strecto’ 
oration 
r 
11% 
66% 
28% 
t penew 


944 Dec. 21, 1946 EXPERIMENTS AGAINST 


TYPHUS IN AFGHANISTAN British 
MEDICAL 


In York the incidence of acute perforation has fallen 44% during 
the last two and a half years, but the mortality of those who do 
perforate remains disappointingly high—22%. 

A patient who has perforated more than once needs prophylactic 
gastrectomy. It must be very radical (at least 90%). 
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INOCULATION EXPERIMENTS AGAINST 
TYPHUS IN AFGHANISTAN 


BY 


ZUHDI BERKE, M.D. 
Professor of Bacteriology, Kabul, Afghanistan 


Mild and severe typhus can be seen outside Kabul throughout 
the year. During the summer cases are only sporadic, but 
they become more frequent in the autumn ; in winter the disease 
reaches its maximum incidence, with a further exacerbation 
when the snow begins to melt. There are no marked differences 
in clinical characteristics in different seasons of the year, but 
cases with severe haemorrhagic eruptions and, on the other 
hand, those without exanthemata diagnosable only by sero- 
logical examinations, are observed. In the hospital of the 
central prison, Kabul, in one year out of 249 cases of typhus 
213 persons recovered and 36 (14.4%) died. 

When sera of doubtful typhoid or typhus cases are sent from 
the hospitals or the city to the Bacteriological Institute here, 
agglutination tests are done in six rows of tubes with six 
different types of microbes—i.e., Salm. typhi, Salm. paratyphi 
A and B, and Proteus OX 19, OX 2, OX K. One hundred 
and twenty-three sera positive for one, two, or three types 
of microbes gave Weil-Felix reactions (W.F.R.) for Proteus 
OX 19 (116 sera positive and 7 negative), for OX 2 (73 positive 
and 50 negative), and for OX K (33 positive and 90 negative). 
If the result of agglutination with OX 19 was negative, but 
positive with OX 2 or OX K or both, it was a sign that the 
sera were from cases occurring during the month of May or 
the autumn. Thus although the patients were suffering from 
typhus, their sera in 5.7% of cases gave a negative W.F.R. with 
OX 19 but positive results with one or both of the other types. 
The Weil-Felix test must be done here with all the three strains 
of Proteus, as doubt will be created in cases with negative 
serological results to one strain. 

In May, 1937, severe typhus broke out in the region of 
Aybak, but the physicians there thought it was plague because 
pasteurellae had been found in patients’ sputa. The disease 
was very severe, but exanthemata were seen in only a few 
persons, on the medial side of the thigh. My assistant 
was sent with all necessary equipment, and after making bac- 
teriological and serological examinations, and experimental 
inoculations of material brought from the patients, he estab- 
lished that they were not plague cases. The W.F.R. was done 
with nine types of Proteus from the Lister Institute, London, 
results being positive with the OX 2 type but negative with all 
the others. This and further observations led me to the con- 
clusion that different strains of Proteus were necessary for the 
diagnosis of the typhus of this region. The literature to date 
does not show OX 2 of Proteus as an independent agglutinin 
but as a coagglutinin, while in the Institute of Bacteriology 
at Kabul it has been found that free OX 2 agglutinin exists 
in the serum of typhus patients. 


Blood Vaccine 


In the winter of 1941 typhus was observed in and around 
Kabul. Prophylactic inoculation was possible only in Allied 
armies. In some institutions hygienic measures were taken to 
arrest the disease, and I inoculated with my vaccine those who 
had not yet been infected. The Government also permitted 
me to make experiments on the prisoners. The blood used in 
the preparation of the vaccine was taken in the second week 
from otherwise healthy patients who had rashes before the 
tenth day of the disease, and had high fever, positive Weil- 
Felix and negative Kahn reactions. It was put into sterile 


bottles, defibrinated, and then filtered through sterile ga 
into cylindrical bottles, after addition of 0.5% carbolic ~ 
(10 ml. of 5% solution acid in isotonic saline to 100 ml, bloog) 
and kept one hour at 56°C. in a waterbath. I sometimes ‘ 
0.5 ml. of 5% formaldehyde in isotonic saline to 100 nl * 
blood instead of carbolic acid. After checking its steiliny 
aerobically and anaerobically, this vaccine was kept in a refy, 
erator and warmed to biood-heat before use. It was inoculaje; 
three times subcutaneously into the abdominal wall 5 to 10 cm 
from the navel, not more than once a week, the first go 
being 2 ml., the second and third doses 4 ml. Four or fivd 
hours after the inoculation the patient began to feel unwelj| 
the area of inoculation was hypersensitive to the touch and 
bluish in colour; but after about four days these sign 
disappeared. 

In the prison at Kabul in 1942, 196 persons were inoculated 
in the spring and 368 in the autumn ; other people who feared 
an infection or who found a louse on their bodies also camel 
to the Institute of Bacteriology, Kabul, and were inoculated 
with my vaccine. Among the 196 prisoners not one case of 
infection was noted for six months. Between the sixth and 
seventh months 9 persons caught typhus ; in 7 the disease had 
an uneventful course, but 2 died. Of the latter one was old 
the other was weak and suffered from consumption. Of the 
batch of 368, 13 caught the disease ; 11 of these recovered and 
2 died. As the vaccine could not be prepared for more than 
80 persons at a time only those who so wished and who had 
not previously had typhus were inoculated. Although all th 
prisoners lived together, out of 13 cases only two feeble treated 
patients died; but in the months of December and January, 
when the disease was very serious among the untreated, of 
110 cases 89 recovered and 21 died. The result established 
the prophylactic efficacy of my vaccine, and these experiment 
showed that it could protect susceptible persons against the 
disease for 5 to 6 months. This experiment was made as ; 
gesture of good will at a time when no better vaccine wa: 
available in the prison and in cases where there was no other 
way of giving active immunity. 


American (Cox Type) Vaccine 


In 1943 it occurred to me to try American vaccine, obtained 
through the Legation, and experimental inoculations were given 
as follows: May 7, 124 persons in the detention houses, 19‘ 
persons in the general prison; June 12, 100 persons in the 
women’s prison ; July 31, 150 policemen and 353 police soldiers: 
in all, 922 persons. In the first week of September 691 soldiers 
of the First Division, and in the first week of October 851 
soldiers of the Second - Division—in all 1,542 persons—were 
inoculated (three inoculations, each of 1 ml. subcutaneously, 
at intervals of one week). Because the vaccine in the general 
prison was not sufficient, only those who consented, and among 
the soldiers only those recommended by the Surgeon Major, 
were treated with the preparation of the Bacteriological Insti-) 
tute. All the other persons living together with the inoculated) 


remained under control. Among the inoculated persons in the} 
detention houses and the women’s prison not one case of typhu: 
was recorded during the first six months. In the central prison 
of the inoculated 2 fell ill but recovered ; and of the uninocuy 
lated 15 caught the disease, 12 recovering and 3 dying. Amon 
the inoculated policemen and armed police not one case was 
noted, but of the uninoculated 5 fell ill; 4 of these recovered 
and 1 died. In March, 1944, the American Legation agai 
sent some vaccines, and 214 soldiers of the First Division, 23 
of the Second Division, and 207 of the independent arme 
police troops—in all 658 persons—were inoculated. Durin 
one year after these inoculations not one case was not 
among those protected, but among the unprotected in the Firs 
Division 23 caught the disease, 18 recovering and 5 dying; 
the Second Division 11 fell ill, 10 recovering and 1 dying. 
Among the independent companies of the police soldiers 30 
persons caught the disease ; 27 of these recovered and 3 died. 
The result of these experiments—not one case occurring among 
the protected persons, but 9 deaths out of 64 unprotected— 
established the efficacy of the vaccine. 


Summary 
It has been established that in the typhus cases seen in and aroutd 
Kabul, carrying a mortality of 14.4%, the sera taken from th 
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f agglutinin to in ‘different 

: tain three types of agglutinin to Proteus in ‘differen 
patient sas. One of them is the main type and the others exist 
PrP agglutinins. In this region it has been found necessary to 
“~~ the Weil-Felix test with all the three types of Proteus. 

The vaccine prepared here has been efficacious. 

In 1943, 3,122 persons—police soldiers, policemen, and prisoners— 
were inoculated with American typhus vaccine (Cox type), but, 
because sufficient vaccine was not available, controls were not 
ted, but remained in the same area. Although during that 
year the outbreak was not serious, cases and deaths were recorded 
among the uninoculated ; among the inoculated, however, only mild 
cases were recorded, with no deaths. 


Medical Memoranda 


— 


Two Unusual Clinical Manifestations of the 
Primary Phase of Syphilis 


It has often been pointed out that many, if not the majority, 
of chancres do not conform to the textbook type. The follow- 
ing rather unusual cases which have recently occurred in one 
of H.M. ships show several points of interest. 


Case 1 


This patient first attended on May 8, 1946, complaining of some 
soreness of the penis. He admitted having had intercourse eight days 
previously. On examination he was found to be suffering from a 
mild baianitis associated with a phimosis. The inflamed area was 
dressed with gauze soaked in eusol twice daily. All inflammation 
had subsided within 48 hours. A blood Wassermann was reported 
on as negative. Subsequently he was admitted to hospital, where 
circumcision was performed on May 15. 

The patient next attended on June 21 complaining of a lump in 
the groin. He denied any further intercourse. The circumcision 
scar was found to be slightly oedematous and there was a moderate 
bilateral inguinal adenitis. The blood Wassermann reaction was 
reported as doubtful. On June 25 the surface of the scar was eroded 
and there was a distinct surrounding induration. Repeated dark- 
ground examinations were negative. On June 30 he complained of 
severe pain in the penis. The original scar had now developed into 
a deep craggy fissure encircling the glans, there was gross oedema 
and reddening of the whole penis, and the adenitis had increased. 
Dark-ground illumination revealed Treponema pallida in large num- 
bers, and the Wassermann reaction was now strongly positive. 


Case 2 


This patient first attended on June 6, 1946, complaining of a lump 
in his right axilla and some upper abdominal aching. He denied 
having had intercourse during the preceding thirteen months. On 
examination a scab | mm. in diameter was found over the third 
right metacarpo-phalangeal joint; it was painless and showed no 
signs of any inflammatory changes. The right epitrochlear gland 
was enlarged to the size of a thrush’s egg, painless, and of the 
consistency of rubber. The right axiliary glands were also much 
enlarged, discrete, and painless. There was some tenderness over 
the splenic area. 

The patient was obseryed at daily intervals. On June ,12 the Paul- 
Bunnell and Wassermann reactions were reported on as negative. 
On June 14 there was some reddening and pain, associated with 
slight surrounding oedema, over the scab on his knuckle. Pus- 
forming organisms were present, and within one week ulceration had 
taken place. There was now.a round lesion 1.5 cm. in diameter 
with an ulcerated centre and indurated edge. Unfortunately syphilis 
was not reconsidered at this time, and dark-ground examinations 
were not carried out. The ulcer healed within three weeks and a 
thin papery scar remained. The adenitis persisted, however, and on 
further direct questioning the patient recalled that the original 
abrasion of his knuckle was caused through striking another ratin 
on the teeth about ten days before first attending. The latter ha 

under my care for gonorrhoea and his blood Wassermann 
reaction had been negative, nor had he shown any clinical signs of 
syphilis. The Kahn reaction of both these patients was’ strongly 
Positive. 
COMMENT 


Case | is of interest in that the site of inoculation was almost 
certainly removed at circumcision, yet the primary phase still 
developed in the circumcision scar. Case 2 is unusual in that 

adenitis developed eight days before the chancre, thus 
throwing me off the scent. Burke states that about 50% of 
chancres are correctly diagnosed in the absence of any apparent 
associated adenitis ; if the satellite bubo does appear it usually 

mes evident about ten days after the chancre. Further, 
the case is a lesson that any sore on the hand of slow evolution 
should be repeatedly examined under dark-ground illumination. 


I wish to ex thanks to the Medical Director-General of the Navy for 


this paper. 
P. D. Gorpon Puan, M.B., B.Chir., 


Surg. Lieut., R.N.V.R. 


Reviews 


A SWISS TEXTBOOK OF GYNAECOLOGY 
Lehrbuch der Gyndkologie. By Prof. Dr. Hans Guggisberg. (Pp. 717; 
354 illustrations. 72 Swiss francs.) Basel: Verlag von S. Karger. 1946. 

This textbook is an excellent publication and reflects great 
credit on Switzerland. The publishers have been able to use 
exceptionally good paper and the print is of high quality. The 
coloured photographs are remarkable and most of the illustra- 
tions are well reproduced. The photomicrographs are perhaps 
not up to modern standards: many are over-exposed and some 
show failure to centre the illumination. 

As in most Continental textbooks of gynaecology, much . 
attention is paid to hygiene, constitution, and physiology, but 
less emphasis is placed upon the purely clinical side than is 
customary in this country; sixty pages are devoted to the 
chapter on affections of the urinary system, while only some 
nine pages are given to endometriosis. “Chocolate cysts” 
receive scant attention and there is little discussion of the con- 
flicting theories. The treatment of prolapse is not dealt with 
in sufficient detail, and in this country we should regard the 
contribution as unsatisfactory in spite of the magnificent illus- 
trations. The sections on carcinoma of the cervix and carci- 
noma of the body of the uterus are particularly good. Cervicitis 
is not described in adequate detail and too much emphasis is 
placed upon the chemical treatment of chronic cases. There 
is the usual difficulty in finding satisfactory illustrations of 
cervical erosions. 

Apart from these minor criticisms the work contained in the 
book must be praised. The chapter by Prof. Neuweiler on 
gynaecological diagnosis is of exceptional merit and well worth 
careful study. Guggisberg’s own contributions are well written 
and clearly expressed. It is a great pleasure to see again such 
an excellent specimen of a Continental textbook. The standard 
of comparison should be the British textbooks published before 
the war, and it must be admitted that such high quality was 
rarely, if ever, obtained in this country. In 696 pages there are 
over 350 illustrations, and the number of coloured plates is 
more than the average British publisher would allow. This 
new Swiss textbook should be able to compete with those of 
Stoeckel and Schréder. 


PRODUCTION AND CONTROL OF MILK 


Milk Production and Control. By Wm. Clunie Harvey, M.D., D.P.H., 


and Harry Hill, F.R.San.I. Second $12; 211 illustrations. 


37s. 6d.) London: H. K. Lewis and Co. 
Those who are familiar with the first edition of this book are 
aware of the wide field it attempts to cover. Even though it 
is restricted to liquid milk and avoids all consideration of 
milk products, it has nevertheless a long tale to tell. Broadly, 
it deals with the production of the milk on the farm, its trans- 
port to the dairy, its processing, and its final distribution. Special 
chapters are devoted to the nutritional value of milk, milk 
designations, milk legislation, and laboratory methods of con- 
trol. In the new edition are included many of the changes 
that have occurred in the handling of milk during the last nine 
years. Not all the information has been brought up to date, 
but the authors may well plead that complete revision of any 
serious work in wartime was a major operation. 

Though the book, in general, is on a high level, there are 
parts of it which in a future edition should be either omitted 
or edited by someone with specialized knowledge. This applies 
particularly to the chapter on laboratory control and to many 
of the bacteriological statements. Is it wise, for instance, to 
describe the method of isolation of pathogenic organisms from 
milk in a way that would have been adequate in 1910 but which 
now bears little relation to procedure in a modern laboratory ? 
Why is there no mention of actinobacillosis, which is a much 
commoner disease in cows than actinomycosis? Why is it 
stated that the methylene blue is an all-or-nothing test, when 
the readings are taken every half-hour up to 44 or 5} hours ? 
The same misleading comment could be made on the plate 
count. Several other criticisms might be put forward, but it 
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would be unfair to stress the shortcomings of this book. Taken 
as a whole, it is reliable and accurate and provides a very 
useful conspectus of the liquid milk problem, which no other 
recent book has attempted to give. 


SILICOSIS 


La Silicosis Pulmonar. By Dr. Hugo Dooner. (Pp. 195; illustrated. No 

price given.) Santiago de Chile: ;_— Editora Zig-Zag, S.A. 

The author was at oné time medical officer to a copper mine 
in Chile and later worked in a department of industrial hygiene 
in Santiago. In his book he first reviews the literature on 
silicosis and then discusses various forms of apparatus used for 
counting dust particles, paying particular attention to the im- 
pinger of Greenburg and Smith. He considers that certain 
individua!s have a predisposition to the disease, especially those 
of a lymphatic type, with a tendency to fibrosis and keloid 
formation. He likewise mentions the view of von Bernath that 
certain persons become sensitized to silica. 

A good deal of space is devoted to a review of the existing 
literature. In the mine at Potrerillos he used his own classifica- 
tion of three groups. In the first there was little or no physical 
incapacity and little or no fibrosis; people exhibiting these 
changes were examined annually. In the second group there 
was greater disability and more fibrosis ; a change of work with 
monthly examination was indicated. In the third group there 
was marked fibrosis and gross incapacity, and those so afflicted 
were given life pensions. The cases classified in this way had 
no demonstrable tuberculosis. 

The author has also made use of the classification of Pender- 
grass and Pancoast, modified slightly to suit local requirements. 
Cases with tuberculosis superadded appear at the end of this 
grouping. He finds that as a preventive measure the use of 
masks is of little value, since workers will not trouble to wear 
them. In conclusion he reviews the legal position in Chile with 
regard to compensation and quotes an extensive bibliography. 
This book is an elementary review of silicosis and contributes 
little new or original to our knowledge of the subject. It is 
written in Spanish. 


INSIGHT AND ADJUSTMENT 


Insight and Personality Adjustment. A Study of the Psychological Effects of 
War. By Therese Benedek, M.D. (Pp. 307. $4.00.) New York: The 
Ronald Press Company, 15, East 26th Street. 

This is an important and topical book which should be a help 
and inspiration to everyone who has to deal with the readjust- 
ment of society after the war. Although written of Americans 
and for Americans its vision and humanity are applicable with 
equal force to our own social problems. 
" The first part deals along analytic lines with the psycho- 
logical development of the individual and especially with the 
place cf love in the integration of the personality. The stresses 
and conflicts involved in family relationships are dealt with 
and this leads up to the psychodynamics of separation. The 
second part deals with the soldier and his reactions to enlist- 
ment, army service, and demobilization, and his adjustments 
on his return to civil life. The third part is concerned with the 
family in war and traces the reactions of everyone to the four 
phases of service enumerated above ; the relationships of the 
soldier with his mother, his father, his siblings, and his wife, 
both while he is away and after he comes back, are most 
sympathetically discussed. Parenthood during war as it affects 
both the mother and father, and the reaction of the soldier to 
his children, and especially to the child he may never have seen, 
are competently described. The fourth part discusses the sexual 
and social difficulties of the adolescent of either sex in time of 
war and shows how employment and the opportunity, indeed 
the necessity, to earn her livelihood has modified the outlook of 
the woman. The special problems of the woman who volun- 
teered for service with the Forces is particularly well portrayed, 
and finally the outlook for the future in the age-long struggle 
between the sexes is discussed. A final note on the responsi- 
bility put upon humanity by the sudden ending of the war 
through the agency of the atomic bomb closes a thoughtful. 
wise, and well-informed book which ought to be procurable 
in this country. 


ARTIFICIAL PNEUMOPERITONEUM 


74" ilustrations. London, M.D. (Pp. 36; 
Artificial pneumoperitoneum, generally combined with Phrenic 
paralysis, is at present enjoying a considerable Vogue in the 
treatment of pulmonary tuberculosis, though as yet opini 
is sharply divided about the indications for it and the resale 
be expected. Physicians interested in pulmonary tuberculos; 
will therefore be grateful to Dr. Banyai for bringing tenatier 
information from many sources about this procedure. His ney 
book contains a historical review and an account of the tech- 
nique, of the physiological and morbid anatomical changes, and 
of the complications of artificial pneumoperitoneum. He ‘then 
discusses its therapeutic application net only in pulmonary 
tuberculosis but also in tuberculous peritonitis and enteritis, g 
variety of abdominal disorders, including such diverse condi. 
tions as haemorrhage from the digestive tract and tuberculoys 
salpingitis, and various broncho-pulmonary affections, including 
pulmonary abscess, asthma, bronchiectasis, and emphysema, 

The material is derived from his own extensive experience 
and from copious references to the literature. The approach 
to the subject is rather over-enthusiastic and in places uncritical, 
For the expert who will read with informed scepticism these 
faults will detract little from the value of the book as a mine 
of information on this specialized subject ; the general reader 
will be likely to obtain an over-favourable view of the thera- 
peutic results to be expected from the insufflation of air into 
the peritoneum. 


Notes on Books 


Dr. WILFrip SHELDON’s Diseases of Infancy and Childhood 
(J. and A. Churchill; 30s.) now appears in a fifth edition only 
ten years after its first issue. Extensive revision has been under- 
taken, especialiy in view of the introduction of penicillin. New 
illustrations and a lot of new matter have been introduced and 
there has been a consequential slight increase in size. 


The Care of Young Babies, by Dr. JoHN Grppens, has been 
revised for a second edition, after several reprints have been 
necessary since its first appearance. It is still an excellent guide 
to the subject, essentially intended for mothers, but it might well 
be studied by medical practitioners. The book is published by 
J. and A. Churchill at 5s. 


Only four years have been sufficient to exhaust the second edition 
of the classical textbook Practical Handbook of Pathology of the 
Skin, by Dr. J. M. H. MacLeop and Dr. I. Muenpe (H. K. Lewis 
and Co.; 50s.). This is largely owing to the fact that the 
American medical public proved to be as keenly interested in it 
as British workers in dermatology. Very little change has taken 
place in the preparation of the third edition, though the authors 
state that they have corrected a few errors and amplified some 
descriptions. It remains the best, if not the only, handbook of 
dermatological pathology written in English, and we can only once 
= it to the dermatologists for whom it is primarily 
intended. 


For the ninth edition of The Diabetic A B C (H. K. Lewis and 
Co.; 4s.), Dr. R. D. Lawrence has included 4 post-war diet section 
at the end of the book to replace the wartime Supplement. The 
Diabetic Association (9, Manchester Square, London, W.1) has 
played a great part in arrangements to help diabetics during the 
war, and Dr. Lawrence in his preface urges every one of them 
to join it. 

He Conquered Death, by Marcarer M. SHaw (Macmillan; 
8s. 6d.), is a short biography of Sir Frederick Banting, narrated in 
the form of fireside tales; it will appeal to children aged about 


13 to 16. Some photographs of Banting are included, and repro- | 


ductions of several of his oil paintings. In contrast to so much 
modern children’s literature this book is pleasantly free from super- 
man ethics and the bitter belief that science is not subject to human 
values. Banting’s retiring and virtuous life is described clearly 
and without sentimentality, both as an example to others and as 4 
fine achievement in itself. 


The quarterly Journal of the History of Medicine and Allied 
Sciences is printed in the U.S.A. for Henry Schuman, of New York, 
and published in this country by William Heinemann Medical Books, 
Ltd.; price 12s. 6d. The longest articles in No. 3 of Vol. 1, dated 
July, 1946, are on the influence of the concept ef monomania on 
French medico-legal psychiatry from 1825 to 1840, by Raymond de 
Saussure, and a third instalment of Madge E. Pickard’s study of 
the historical backgrounds of government and science in the Unit 
States. 


Di 


BR 


The 
week 
date, 
repor 
senta 
) being 
decid 
Coun 
ass 
as WI 
formi 
a un 
Regu 
Nego 
possil 
will b 
so th 
it has 
putes 
of He 
mom 
The 
strong 
cine 
siasm 
misre 
lenge 
to apy 
dual | 
this c 
being 
j 
pluck 
Readi 
izatio 
remar 
linkec 
the d 
fashic 
to tur 
join t 
the W 
by M 
just th 
The 
comp! 
it was 
ciples 
Minis 
negoti 


ipproach 
Ncritical, 
m these 
5 a mine 
reader 
e thera- 
air into 


NO 


947 


Britisu 
MEDICAL JOURNAL 


BRITISH MEDICAL JOURNAL 


LONDON 
SATURDAY DECEMBER 21 1946 


NO 


The Council of the British Medical Association met last 
week to be informed of the results of the plebiscite up to 
date, and to decide as a result of this information what 
report it should make to a Special Meeting of the Repre- 
sentative Body which will be held on Jan, 28. The R.B., 
being the policy-making body of the B.M.A., will then 
decide the course of action to be taken in the light of the 
Council's recommendation. The decision of the R.B., it 
is assumed, will be referred to the Negotiating Committee, 
as will the decisions of the other medical organizations 
forming this committee. Should the ultimate outcome be 
a united refusal to negotiate with the Minister on the 
Regulations of the National Health Service Act, then the 
Negotiating Committee will have no raison d’étre, and it is 
possible that a new Committee under another designation 
will be formed. Some such step would seem to be essential 
so that the unity of the profession may be preserved as 
it has been all through the prolonged discussions and dis- 
putes since the days when Mr. Ernest Brown was Minister 
of Health. The paramount need of the profession at this 
moment is unity. 

The Minister of Health has not taken into account the 
strong individualism which is characteristic of British medi- 
cine and responsible for its finest achievements. His enthu- 
siasm for collectivism and centralized power has led him to 
misread the psychology of the practising doctor and to chal- 
lenge certain fundamentals of his work. He is trying, in fact, 
to apply the principle of nationalization to the most indivi- 
dual of relationships.between employer and employee—in 
this case the employer being the patient and the employee 
being the doctor. The medical profession has been warned 
by Mr. Bevan’s phrase about the doctors not being ripe for 
plucking, by Mr. Greenwood’s statement in the Second 
Reading debate that the Labour Party’s policy of national- 
ization was unchanged, by the Lord Chancellor’s revealing 
remarks in the Lords debate on the Third Reading which 
linked certification with basic salary. That the fears of 
the doctors are not groundless was shown in a startling 
fashion by the inept decision of the borough of Willesden 
to turn nurses and doctors out of hospital if they did not 
join trade unions against their will. The hasty retreat of 
the Willesden councillors and the repentant messages issued 
by Mr. Bevan and Mr. Isaacs have deceived no one. It is 
just that the moment is not yet ripe. 

The medical profession has never been opposed to a 
comprehensive health service, and in the last Government 
it was reaching agreement with Mr. Willink on the prin- 
ciples of such a service because it was dealing with a 
Minister prepared to discuss points of difference and to 
Negotiate so that the best interests of the public could be 


served through a health service manned by doctors willing 
to co-operate in a great task. Mr. Bevan broke the concord 
between the medical profession and the department of 
which he became the new head. He refused to negotiate. 

It was within this framework of ideas that the Repre- 
sentative Body this year decided, on seeing the final Act, 
to take a plebiscite of the whole profession, members and 
non-members of the B.M.A., on whether the organized 
medical profession should enter into discussions with the 
Minister on the Regulations under the Act ; that the voters 
have answered as they have done ; that the Council of the 
B.M.A. met last Wednesday to examine the results of the 
votes and to forward to the Special Meeting of the Repre- 
sentative Body on Jan. 28 this resolution : 


“That the Negotiating Committee be advised that in view 
of the results of the plebiscite the Minister be informed that, 
because of the divergence between the principles of the profes- 
sion and the provisions of the National Health Service Act, the 
Committee is unable to enter into discussions with the Minister 
on the Regulations to be made under that Act.” 


We may summarize the up-to-date figures of the plebiscite 
thus. They are given in tabular form elsewhere in this issue. 
Of all civilian doctors to whom voting papers were sent, 37% 
voted Yes, 44% voted No, and 19% did not reply. Of the 
first 4 Groups to whom voting papers were sent—that is, 
consultants and specialists, general practitioner principals, 
general practitioner assistants, and whole-time voluntary 
hospital workers—37 %, voted Yes, 55% voted No, and 8% 
did not reply. If we take Groups 2 and 3—namely, all 
general practitioners, both principals and assistants—32%, 
voted Yes, 56% voted No, and 12% did not reply. It is 
quite clear that the first 4 Groups contain those who are 
directly affected by the Health Service Act. They are 
doctors now practising freely as individuals not employed 
by any local or central Government authority. If for the 
first 4 Groups the non-voters are added to the Yes voters 
(giving 45%) there is still an absolute majority voting No. 
If among general practitioners the non-voters are added 
to the Yes voters (giving 44°) there is an absolute majority 
voting No. Of all civilian doctors, if the non-voters are 
added to the Yes voters then there is not an absolute 
majority for No. Finally, of the total of those who voted, 
64% in Groups 2 and 3—namely, general practitioners— 
voted No and 36% Yes; of Groups |—4+—genera! practi- 
tioners, consultants and specialists, voluntary hospital 
workers—59% voted No and 41% Yes; of all civilian 
doctors who voted, 54% said No and 46%, said Yes. 

The significance of these figures was discussed at length 
and with full awareness of the gravity of the situation at 
the meeting of the Council last week. The Council was 
forced to conclude that it had no mandate to negotiate. 
Though the overall majority of those voting was small in 
favour of No, this No could not by any stretch of the 
imagination be interpreted as Yes. But when the Council 
came to examine the figures of those who would be most 
vitally affected by the new Health Service Act the propor- 
tion of those voting No was considered to be a sufficient 
majority to justify the Council's recommending the Repre- 
sentative Body not to negotiate with the Minister of Health 
on the Regulations under the Act. 
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NO 


The British Medical Association, the Negotiating Com- 
mittee, and the Minister of Health are now for the first 
time fully informed of the considered opinion of the medi- 
cal profession on the Act and its implications. In the 
recent past the Minister and various medical publicists have 
referred to a mythical large proportion of those favouring 
the Government’s health scheme. These matters are now 
put beyond guessing through a plebiscite which has 
been answered by over 80% of the medical profession in 
this country—a truly remarkable poll. No one could or 
should underestimate the gravity of the situation the poll 
has revealed. No one, least of all doctors themselves, can 
be otherwise than gravely disturbed by this profound divi- 
sion between the Minister and those upon whom he must 
rely to operate the National Health Service Act. The 
general public and its representatives in Parliament cannot 
fail to be dismayed when they see on the eve of the putting 
into force of the National Health Service Act that its pro- 
visions are such as to conflict with the principles laid down 
by the Negotiating Committee, representative of all sections 
of medical life. Both people and Parliament must surely 
believe that there is something radically wrong in this Act 
if the majority of those who are asked to work in it declare 
by a vote that its provisions are such as to convince the 
majority of British doctors that the Act is against the public 
good. For this is what the vote means. 

In framing his Act Mr. Aneurin Bevan refused to negotiate 
with the medical profession. This was a one-man decision. 
The medical profession now contemplates refusing to nego- 
tiate with the Minister. This is a decision reached by more 
than 20,000 doctors—those saying No. The one decision 
is dictatorial : the second is democratic in the real meaning 
of the word. It but remains to be pointed out that if the 
Minister proceeds with his Regulations and fixes an appointed 
day those doctors who wish to work in it will do so and those 
who wish to remain outside it will do so. We believe that 
unless some radical change is made between now and the 
appointed day the numbers of those deciding upon the 
latter course will increase. It is for the Minister to find a 
way out of this impasse. 


DEFECTIVE COLOUR VISION IN INDUSTRY 


Defective colour vision, more commonly and less accurately 
called colour-blindness, affects probably 8% of the male 
population. The incidence in women is very much lower. 
Though defects in colour vision may result from patho- 
logical lesions in the eye, they are generally an inherited 
abnormality transmitted to their sons by the daughters of 
affected men, these women being themselves unaffected. 
Colour defects occasionally arise in girls who are the 
daughters of affected men and of women who though 
unaffected are carriers. Any condition with such a high 
incidence in the male population cannot be a matter of 
indifference, and defective colour vision may be a con- 
siderable handicap in particular jobs. A valuable study of 
this aspect is the Report on Defective Colour Vision in 
Industry compiled by a committee of the Colour Group of 
the Physical Society. This report was presented by the 
chairman of the committee, Dr. J. H. Shaxby, to a meeting 


of the Group on Thursday, Dec. 19. Though much Of thi 
comprehensive document is not new to the medical Teade; 
it is none the less welcome for its explicit account of the 
types of colour defect met with clinically, and fo; it 
appraisal of the many different methods used in detecting 
such defects. In a subject smothered with theoretical Specy. 
lations it is particularly gratifying to find a straightforwarg 
factual statement. That colour defect is a matter of impor. 


tance in the Services and on the railways is, of course, we} 


known, and in these occupations tests of variable stringency 
have been applied for many years to ensure that colour 
defectives are not employed to the danger of themsely 
and of others on tasks requiring the recognition of coloured 
signals. It is not generally appreciated, however, how great 
a part is played by colour in industry. 

Problems of colour are less likely to arise in the many. 
facture of cottons than of woollens, mainly because the 
difficulties are deferred to the dyeing, printing, or mer. 
chandizing stages in the case of cottons, whereas with 
woollen goods a high standard of colour vision and colour 
discrimination is necessary in a large proportion of the 
workers in the dyeing office where colour matching is done. 
Moreover a large number of operatives require to be able 
to distinguish between different yarns, which may show 
only very slight colour differences. One firm of cotton and 
woollen dyers considered that at least 50% of their 
employees needed good colour vision to do their work 
efficiently, though other firms put the proportion at no 
more than 10 to 20%. The matching of stockings in pairs 
is apparently a fairly complicated process and employees 
must pay attention to five points, one of them being slight 
differences in shade. The observation of the head of one 
firm that there was a close relation between poor work and 
tired feet is interesting. Rapid discrimination of fine shades 
and differences requires physical efficiency no less than 
mental alertness and an adequate colour sense. One shop 
assistant explained that he used to astonish customers who 
asked for ties or socks of a particular colour, but he had since 
learned to shuffle out a mixed batch without commént, thus 
successfully camouflaging his colour defect. 

Good colour vision is necessary in many departments of 
the electrical industries because coloured wires and 
coloured diagrams are often used. Sometimes the degree 
of discrimination involved is such that even those whose 
colour vision is normal may find it difficult. A colour 
defective tested at a particular works was as often wrong 
as right in matching a series of samples. This man worked 
by trial and error and used subsidiary clues such as the 
thickness of the wires. In illuminating engineering the 
growing practice of using discharge lamps, of which the 
light is concentrated either in a few lines of the spectrum 
or in relatively narrow bands, has given trouble to em- 
ployees lacking normal colour vision. Slight contamination 
of lamp parts may result in a temporary change in the 
colour of part of the electric discharge, and this may 
readily escape the colour-defective engineer. 

In printing and photo-engraving the proportion of 
operatives concerned with colour varies from 30 to 70% 
in different firms. Fine colour discrimination is particularly 
important in the manufacture of printing ink, and one firm 
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found that two of their co‘our matchers who had passed 
the age of 65 were no longer reliable. Colour discrimination 
does, of course, tend to become less accurate with 
increasing age. 

Colour is important in mining because of the signals 
ysed. This applies still more to the oil industry, where 
dangerous temperatures, critical levels, and the like are 
often indicated by coloured signals. Good colour vision is 
probably not essential for most chemists, but it is of 
importance in industrial chemists working on paint or 
dyeing. In analytical chemistry colour defects are of less 
significance since the development of various automatic 
dectrical methods which have replaced titrations involving 
fne end-points. Histology, bacteriology, and pathology are 
ingled out as medical activities in which the colour defec- 
tive is at a disadvantage. 

In most industries methods of testing for colour defects 
are somewhat primitive or totally lacking. The general 
view seems to be that men will find their own ‘level, and 
those men who have difficulty in a particular branch of 
the industry will automatically gravitate to another depart- 
ment in which their defective colour vision does not matter. 
Even where fine colour discrimination is essential, tests are 
the exception rather than the rule. The comment made by 
the director of one firm, “ We depend very largely upon 
Bill,” exemplifies the general attitude. It seems to be usual 
to rely upon the sound judgment of a particular workman 
for critical processes. That this is not altogether satisfactory 
is obvious, and the report rightly stresses that much could 
be gained in efficiency, in the personal happiness of em- 
ployees, by adequate prevocational tests. One obvious place 
for such testing is the school, and from a _ preliminary 
investigation it would appear that group-testing could be 
undertaken by using an epidiascope to project test cards. 
The School Medical Services are already hard pressed, but 
this suggestion, no less than the alternative suggestion for 
testing entrants into particular industries, deserves con- 
sideration. The frequency of colour defect would justify 
the labour involved, and the mass of useful information 
incidentally obtained would be of advantage in the study of 
colour vision. There might also be brought to light infor- 


_ mation which would allow us to check the observation that 


“even some Royal Academicians are stated to have been 
colour-blind.” It would be interesting to know whether 
this was an ophthalmological or an aesthetic judgment. 


THE CHRISTMAS PUDDING 


We have been deprived of many good things for the last 
seven years, and one of the most to be lamented is the 
Christmas pudding —now unknown to young children (lower 
age groups is perhaps more appropriate to these austere 
limes) except as a name attached to an otherwise barely 
recognizable article sponsored by the Ministrv of Food or as 
one of those cream-capped Himalayan mounds still depicted 
on Christmas cards. The time may not be far off when 
only scholars and their like, who retain childhood’s power 
of confusing the symbol with reality and bringing it to life, 
will understand what was meant by a “ groaning board.” 


‘Libraries will be combed for dusty cookery books ; an egg- 
stained page will evoke the same thrill as do De Quincey’s 
manuscripts stained here and there with circles of laud- 
anum Where he put down his tumbler. A _ particularly 
fine recipe will be hailed as evidence of an art now lost, 
like that of colouring mediaeval cathedral glass. The follow- 
ing recipe indicates how rewarding such a pursuit might be : 


| 
Approximate Calorie 
Suet .. ve 6 Ib. (2-8 kg.) 20,000 
Flour 4 Ib. (1-8 kg.) 6,648 
Demerara sugar “| 2 Ib. (0-9 kg.) 3,646 
Raisins | 6 Ib. (2°8 kg.) 7,314 
Currants | 6 Ib. (28 kg.) 7,236 
Sultanas 2 Ib. (0-9 kg.) 2,470 
Candied peel | 1} Ib. (0-7 kg.) 1,878 
Chopped almonds .. init i tb. (O-1 kg. 680 
Eggs .. 48 3,984 
Grated peel of 3 lemons 

Brandy 1 bottle 3,500 
| 1 bottle | 1,400 
| $8,755 


Total | 


To compound fifty-five thousand calories (allowing for 
wastage in cooking) in a single pudding seems almost incon- 
ceivable in an age when we more readily concentrate them 
in a bomb. The present daily calorie intake per head is, 
on the average, about 2,750, or one-twenticth of the 
pudding—a portion that might well be eaten in a single 
large helping. But who cares about the calorie-content of 
such a creation ? Its sustenance is of the spirit, not of the 
body. The mind is enriched and tranquil after such a meal, 
free to dream peacefully of those sunlit lands far over 
the blue, untaxable sea where grapes turn to wizened 
raisins in a day and the orange ripens. And what more 
appropriate to the season's international concord than the 
pudding’s constituents ?—brandy from France, the West 
Indies’ sugar, almonds from Italy, lemons from the Levant, 
and Portugal's wine. From hurrying to gain “the poor 
benefit of a bewildering minute ™ life slows after such a 
dinner to a human pace. For just as our hearts quicken at 
the expense of diastole, our hastened lives have lost much 
relaxation and leisure. It is the function of Christmas pud- 
dings to restore this indispensable refreshment. 

If we stress the cultura! qualities of the Christmas pud- 
ding rather than the nutritional it is because they are more 
likely to be overlooked. The metabolic implications of such 
a mountain of food are too obvious and those of the 
palate too tantalizing to dwell, to dilate upon further. We 
turn, rather, to the question of whether scarcity of food 
will cause us to revert to a more primitive state. Preoccu- 
pation with food, the mark of primitive societies, is cer- 
tainly characteristic of our own to-day. It was once a 
common practice all over the world for the tribe to kill 
its king if the food supply failed ; we threaten Governments 
nowadays. In time of dearth the Mexican Indians pro- 
pitiated the gods with human sacrifices ; we dispatch Minis- 
ters. The ritualistic dances and prayers of former times 
have given way to queueing and form-filling, petitions 
through trade union channels, and certificates from 
doctors ; and the passion that introduces the topic of food 
into every conversation once filled the caves of Southern 
France with paintings of bison and deer. The old charms 
and formulae have come back to us in a new guise. 

Dr. Johnson would to-day find ample evidence for his 
declaration that “human life is everywhere a state in 
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which much is to be endured and little to be enjoyed.” 
Our reduced Christmas pudding is as much a sign of the 
times as is our swollen Civil Service. Circumstance forces 
restrictions upon us ; perhaps we shall in time become con- 
ditioned, like the rats, to finding our way quickly through 
the maze. More fearful, however, than the shrivelling of 
our pudding is the speculation whether it may at some time 
be forbidden altogether—a calamity that did occur once. 
1n 1644 a Puritan Government prohibited the observance 
of Christmas by Act of Parliament. This must be a tempt- 
ing precedent to our modern Puritans, and we shall watch 
developments closely. Meanwhile the season is here ; the 
shops have been emptied and the stockings filled; and 
doctors will soon be dealing with the wish-bones, beads, six- 
pences, and tin soldiers that children cram down their throats 
whether there is a pudding to follow or not. A merry 
Christmas ! 


CONSERVATIVE TREATMENT OF PERFORATED 
ULCER 


For more than half a century the management of perfor- 
ated peptic ulcer has epitomized all that is dramatic in 
modern surgery. The mise-en-scéne is familiar to all: the 
patient lying in his agony in the receiving-room, his face 
pale and drawn, and his very speech hampered by the 
certainty of increasing his suffering ; the surgeon calm and 
confident (for here is usually a diagnosis beyond doubt) : 
and, in the background, the imminent presence of death. 
The action moves to the theatre and then to the ward, 
where in a few days the patient, happy and comfortable 
and out of immediate danger, extols the skill of his surgeon. 
It is the surgeon’s apotheosis. The fact that some of the 
very few patients who refuse operation recover and that 
some of the operated cases die has not seemed to detract 
from the general truth of this picture. Is this fantasy? 
When we try to ascertain the exact facts of the situation 
they appear to throw such doubts on its validity that some 
surgeons have recently abandoned the operative treatment 
of perforated ulcer in favour of conservatism. The evidence 
for such a revolutionary step will be weighed by all 
thoughtful surgeons, and their verdict will soon be 
forthcoming. 

Most experienced surgeons would give their operative 
mortality for all cases of perforated ulcer at*between 5%, 
and 10%—a figure supported by Morley’s recent report' 
of a mortality rate of 8% and by Houston’s? figures for 
1943 and 1944—8.2% and 6.3% respectively. A mortality 
of below 10% is satisfactory in the present conditions, 
but we must face the fact that the general mortality for 
the whole country is possibly in excess of 20%. Thus 
Hedley Visick, in the current issue of the Journal, gives 
the operative mortality at York as 22%, and Houston's 
figures for 1939-42 are not far below this. It must also be 
remembered that surgeons rarely publicize high mortality 
rates. What has been said of the surgery applies a 
fortiori to the anaesthetic, and the experienced anaesthetist 
approaches these cases with respect. The post-operative 
chest morbidity rate of perforated ulcer was given by 
King® as 66%—by far the highest rate for all abdominal 
operations in his series—and many of the deaths are the 
result of these complications. There can be little doubt that 
a greater use of derivatives of curare for these cases and 
a wider distribution of specialist anaesthetists will improve 
the mortality and morbidity rates considerably. 


1 British Medical Journal, 1946, 2, 871. 
2 Ibid., 1946, 2, 221. 
3 Surg. Gynec. Obstet., 1933, 56, 43. 


Recently Bedford-Turner,* Hermon Taylor,’ and nog characte’ 
Hedley Visick have advocated a conservative regime jf should t 
these cases. Hermon Taylor has treated the greatest numpep vie¥ of 
—twenty-eight—with four deaths, and a mortality rate for & 
14%. He considers that one of thege deaths could hay o 
been avoided by early operation and that six of gp theif 
patients who recovered under conservative treatm municat 
would “have stood little chance with operation.” Frog 2/9 1 
the notes it appears that the rest were cases of yeast C¢ 
perforation and would probably have recovered 
operative treatment. The import of these figures is th B 4” 


under surgical management 9 of the 28 patients might pg @5¢ th 
expected to die instead of the four who actually die g@MS' 
under Taylor’s regime. A mortality of 14% is certainhg After. ° 
better than one of 32%, but on Taylor’s admission they 325" 
figures rest largely on the “clinical judgment and report weight, 
of his house-surgeons ; and, in any event, a mortality rat show @ 
of 14% does not offer reasonable grounds for abandoning) *"°"- 
a routine which has repeatedly given recovery rates om ©* o 
over 90%. Similar criticisms can be applied to Hedle absorbe 
Visick’s figures, and it is interesting that the three patien after th 
who died were all under 60, and that the perforations ha( Cytoske 
occurred less than twelve hours before death. lo the ¢ 
It is instructive to compare the theory of the conserya§ " hi 
tive school with more orthodox opinion. Visick states tha: if they 
it is unnecessary to remove the peritoneal fluid and extra. separat 
vasated particulate matter: from this statement there wil magnes 
be little dissent. A great part of the fluid content of the “tact 
peritoneal cavity is an exudate from the endothelial surface degrad: 
which dilutes the irritating misplaced gastric contents} %S!U™ 
Gross particulate matter is rarely found, and indeed, as thep ¥®5 © 
perforation rarely exceeds a few millimetres in diameter} *U0" 
it is not to be expected. Few surgeons do more than} ™élly 
aspirate the contents of Rutherford Morison’s pouch ni mediur 
reserve drainage for the very late cases. Those who operate) ™&2t V 
seek to close the perforation, believing that the peritoneum It w 
can take care of itself if further soiling is prevented. The) *" ¢l€ 
fact that perforated ulcers can close spontaneously has been} Christt 
known to observant surgeons for many years, but to argue must 4 
from this-that any given case is likely to do so is surely signif 
a logical error and may have dangerous implications. Prof. ‘ 
At the present time the results of operative treatment for m 
in the best hands are so much better than those advanced ) *S°C" 
by the advocates of conservatism that most surgeons will eee 
endorse Prof. Moifley’s opinion that non-operative treat- whic 
ment should be reserved for the poor-risk cases only. An — 
improvement in the national mortality from this disease . ‘rs 
is more likely to result from earlier diagnosis and admis-|, 
sion to hospital. One implication of great importance which 
emerges from this work is the use of gastric aspiration in 
cases of perforated ulcer if, for any reason, operation has 
to be deferred. If this alone is absorbed into routine sur- 
gical practice the protagonists of conservatism will have 
rendered a useful service. 


BACTERIAL CHEMISTRY 


Medical practitioners, having been introduced during thet 
laboratory training to the hitherto unexplained distinction 
between Gram-positive and Gram-negative bacteria, cal- 
not but be impressed by the discovery, due to Dr. H. Henry. 
the Birmingham City bacteriologist, and Prof. M. Stacey, 0! 
the University of Birmingham, that this empirical division 
has a chemical basis. The staining quality, characteristit 
of the Gram-positive bacterium, was found in 1943 © 
be associated with the presence of magnesium ribonucleate 
within the organism, whereas Gram-negative bacteria wert 
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4 British Medical Journal, 1945, 1, 457. 
5 Lancet, 1946, 2, 441. 
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characterized by the absence of this substance. That there 
should be some such distinction was scarcely surprising in 
view of the well-known significance of this test in relation 
i, for example, penicillin sensitivity. It was, indeed, largely 
on this account that Dr. Henry and Prof. Stacey undertook 
heir recent investigation, as is made clear in their com- 
qunication on the subject to the Royal Society.’ Their 
main investigation was carried out on Cl. welchii and 
yeast cells; but confirmatory evidence was also obtained 
fom certain anaerobic bacteria ; aerobic spores, including 
B. anthracis ; and certain strains of streptococci. In each 
case the first step was to obtain an extract from the 


B organism by suspension in 2%, bile salt in normal saline. 


After extraction in this way the cytoskeletons of the 


F organisms were found to have suffered a reduction in 
F veight, and, except for a few obstinate individuals, to 


show a Gram-negative instead of the usual positive re- 
action. Further, it was found that the extracts which had 
been obtained after fractional separation could be re- 
absorbed by the cells from which they had been taken, 
after the latter had been treated with a reducing agent. 
Cytoskeletons so treated gave the original positive reaction 
to the Gram test, though looking, as Prof. Stacy expressed 
it in his Tilden Lecture before the Chemical Society, “* as 
if they had knocked about a bit.” Further fractional 
separation of the bile sait extracts led to the isolation of 
magnesium ribonucleate, which was identified both by a 
characteristic absorption band at 2,600 A., and by its 
degradation products. In addition, it was shown that mag- 
nesium ribonucleate prepared from commercial sources 
was equally effective in restoring the Gram-positive re- 
action to cells which had been thus treated. Finally, nor- 
mally Gram-positive organisms were subcultured in a 
medium deficient in magnesium, and without further treat- 
ment were found to give a negative reaction. 

It would seem therefore that a convincing, as well as 
an elegant, demonstration has been provided; and that 
Christian Gram, whose test was first mentioned in 1883, 
must be credited with a criterion of greater biological 
significance than could have been realized at the time. 
Prof. Stacey’s laboratory has been responsible, in addition, 
for much detailed work on the complex polysaccharides 
associated with bacteria—long-chain and branched-chain 
structures based on a variety of ring formations, one of 
which has not previously been associated with any form 
of life. No less remarkable, in another direction, has been 
the achievement of Avery in New York, quoted by Stacy 
in his Tilden Lecture, in transforming Type 2 pneumonia 
anti-serum into Type 3 by laboratory methods. With the 
protein, polysaccharide, lipoid, and nucleic acid compo- 
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nents of bacteria available for investigation, either separ- 
ately or sometimes as it appears in combination, the scope 
for bacterial chemistry is anything but limited ; and from 
the beginnings already made an ample harvest may well 
be expected. 


RADIO-COBALT 


Much new information about the artificial radioactive _ 


isotopes which have been produced as by-products from 
atomic energy research has lately been released. In addi- 
tion it has been stated, on the authority of Dr. J. D. 
Cockroft, Director of the Ministry of Supply's experimental 
Station, that the first of the “piles” to be built in this 
country will be operating within “the next few months.” 
It may be assumed that the “ pile ” will be a small one, 
intended in the first instance for the production of such 
of these new isotopes as may be required for research and 
in clinical use. The research use will probably in the long 


1 Proc. roy. Soc., Series B., 133, No. 873. Dec. 3, 1946. 


run be the more important, for the possibilities both in 
physiological and chemical research which will result from 
the availability of radioactive “tracer” atoms of a large 
number of chemical elements, including carbon, will be 
very far-reaching indeed and can scarcely be exhausted 
inside a generation. In the case of some elements the most 
convenient isotopes for research are those produced in a 
“ pile” ; tn the case of others those produced by “ cyclo- 
trons,” of which the most powerful in this country—that 
at the University of Birmingham—should be ready for 
operation within a similar period. 

For clinical medicine, however, the most immediate 
consequence will be the production of radio-cobalt as a 
substitute and supplement for radium. This, Dr. Cockroft 
indicated, will be among the early functions which the 
Harwell Station will be in a position to undertake. The 
radioactive isotope of cobalt is Co*’. It is prepared by the 
neutron bombardment of normal cobalt, Co**. This is 
done by placing a specimen of normal cobalt in a “ pile,” 
and leaving it there for some months. The half-life of Co*’ 
has been quoted as 5.3 years. The beta-radiation produced 
is “soft”: the gamima-radiation has been stated to be of 
two frequencies corresponding with x rays of 1.1 and 1.3 
million volts. For radium the top figure corresponds to 
about 2 and the filtered average 0.8 million volts. Though 
experience will be necessary to assess the clinical signifi- 
cance of this relatively small difference, there can be little 
doubt that the claim of the physicists to have produced 
an effective substitute for radium must be substantially 
accepted. Moreover, the way will be opened to a consider- 
able increase in the scale of use should this be found 
desirable. A comparatively small “pile” in Canada is 
stated to have produced, in six months’ operation, the 
equivalent of 100 curies of radium as an incidental item in 
the course of research. It was presumably on account of 
this outlook for increased availability that powers have 
been taken to concentrate the distribution of all radioactive 
substances through a single channel. 

Of even greater interest scientifically, if not to clinical 
medicine, is the fact that Ur**’, the new isotype of uranium 
which is formed from thorium, is the parent of a hitherto 
unknown radioactive series, which includes a new isotope 
of radium—Ra***. The three existing radioactive series are 
those which take their names respectively from uranium, 
actinium. and thorium. The new series is comparable with 
the other three but differs from them in the fact that bis- 
muth rather than lead is the end-product. Ra*** is not the 
only isotope of radium which has been artificially produced. 
All, however, have relatively short half-lives. Moreover, 
the quality of the radiation produced is a property of the 
particular isotope concerned, rather than of the chemical 
element. There is accordingly no more reason why the 
radiation produced by any of these radium isotopes should 
resemble in properties that from normal radium ; and, in 
fact, as already indicated, it is Co*® rather than these new 
radium isotopes which most closely imitates the radiation 
from natural radium. 


“CERTIFICATES REASONABLY REQUIRED ” 


A correspondent informs us that a feW mornings ago a 
patient called at his surgery to ask for a medical certifi- 
cate. On being asked what kind of medical certificate was 
required and for what purpose, he explained that he wished 
to buy a tricycle as a Christmas present for his small boy. 
The child wanted a tricycle, and the good father had at 
last managed to find a shop which had one in stock. He 
had approached the shop assistant and had been informed 
that he could have the tricycle only on production of a 
medical certificate. 


and 0 
egime fg 
‘St 
ity rate 
Ould hay 
IX of th 
treatme 
n.” Fro 
Of ear] 
Ted aftell 
eS is tha 
Might by 
ally died 
Certain! 
10N thes 

| 
ily. An} 
disease | 

admis- 

which 

nction 
can 
fenry. 
ey, of 
vision 
»ristic 
43 to 
cleate 

were 


952 Dec. 21, 1946 


MEDICAL CERTIFICATES 


Medical certificates, apart from those needed for matters 
medical, are officially required for priority supplies of milk, 
eggs, and soap; for special adjustments of food rations : 
surgical corsets ; extra fuel for invalids ; and extra petrol 
for invalids. Every general practitioner must have signed 
hundreds of certificates for articles of this kind and as 
many more for articles which are not officially in short 
supply. There seems to have been a tendency on the part 
of retailers to ask for medical certificates in the hope of 
diminishing to manageable proportions the number of 
people anxious to obtain such articles as vacuum flasks. 
Insurance practitioners have long been reconciled to the 
certificates required for the purposes of National Health 
Insurance,, Form R.M.50 has become all too familiar, and 
wartime shortages which have continued into the uneasy 
peace have made necessary, at least to the patient, many 
other certificates, all of which make additional demands 
on the time and energy of the overworked practitioner. 
Olive oil, liquid paraffin, and glucose can rarely be obtained 
without a written recommendation from a doctor. Certifi- 
cates are required for children who are absent from school 
and for children who wish to return to school. A healthy 
young woman who is likely to be pregnant for nine months 
must have a certificate to that effect every three months. 
There is still an astonishing variety of certificates designed to 
bring home from abroad husbands and sons who, in the 
opinion of their womenfolk, have been away too long. Those 
medical officers who served on Compassionate Boards in 
theatres overseas will recall the type of certificate which 
ran: “ Mrs. X is suffering from alarm and despondency 
which is not likely to be relieved until her husband returns 
home.” 

Familiarity with the certificates required. by Orders, by 
Regulations, and by various enactments seems to have 
inflamed a desire for more and more certificates which 
are not officially required but which are in the patient's 
view just as essential. There is a growing burden of certifi- 
cation which weighs most heavily on the general practi- 
tioner. The big majority of practitioners are conscientious, 
and the more conscientious they are the more time they 
must devote to certification, a great deal of which seems 
to be unnecessary. Some of them may already have noted 
with foreboding Clause 33, subsection 2(d), of the National 
Health Act. This lays down that under the arrangements 
for general medical services regulations shall include pro- 
* vision “for the issue to patients or their personal repre- 
sentatives by medical practitioners providing such services 
as. aforesaid of certificates reasonably required by them 
under or for the purposes of any enactment.” The interpre- 
tation of “reasonably required” may well be strict. But 
on the other hand it may continue to be interpreted so 
widely as to make a medical certificate a prerequisite for 
even the simplest Christmas shopping. 


MR. HYND CHOOSES 


The British zone in Germany has been short of food, and 
we commented on this in the Journal of Nov. 30. It is also 
short of intellectual food, and a few weeks ago Sir Ernest 
Graham-Little asked Mr. J. Hynd whether it was his 
responsibility to choose those British newspapers allowed 
to circulate in Germany. He also put the pertinent ques- 
tion to Mr. Hynd whether politics had any influence on 
the selection. Mr. Hynd replied, “ No,” and said that news- 
papers and periodicals could be sent through newsagents 
or dealers, by. post to individuals in the British zone or the 
British sector of Berlin. He added, too, that he was respon- 
sible “ for selecting the British newspapers and periodicals 
supplied at public expense to certain German politicians, 
officials, and editors.” Mr. Hynd then gave a list of news- 
papers and periodicals which he had selected for display 


Mantcal DEC. 
at information centres in the British zone and the Brit. 
sector of Berlin. Among the 27 selected are only : 
which seem to have any bearing on science —namely, hy 
Geographical Magazine and the Lancet. We find Ourse} 
excluded in the good company of Nature. 
of 293, 
HYPERTENSIVE RETINITIS IN ADRENAL back, @ 
TUMOUR their ar 
The study of retinal lesions in the hypertensive diseases ha cha 
greatly helped the classifying of these affections. Though ail conside 
the hypertensive.retinopathies have retinal arteriosclerosif medical 
in common, the vascular changes vary considerably, and part pl: 
the retinal changes are sometimes pathognomonic, Thyj with! 
the appearance in diabetic retinitis is distinct from that of ® Sh 
renal retinitis, which, however, is barely distinguishahj4 Seu 
from the retinitis of malignant hypertension. Essentig 
hypertension displays a milder picture, and the chang A‘ 4 
seen in such apparently transitory affections as toxaemjg 
of pregnancy appear to be capable of spontaneous resoly oe 
tion. Apart from this solitary example of recovery—solj sa 
tary, if the retinitis of trench nephritis is excluded—the of the 
prognosis in the retinopathies of vascular disease is nol The R 
good either for visual function, as in diabetic retinitis, of includ 
for life, as in the retinitis of malignant hypertension ang§ room ' 
chronic nephritis. Essential hypertension occupies a placeg graph) 
midway between these two. The changes are usually prog theatre 
gressive and reflect a worsening of the general affection} ‘!i™ 
though occasionally there is considerable recovery. Sur. —_ 
gery has helped in a few cases in which an underlying wea 
factor could be removed—for example, intermittent} graphy 
obstruction of the ureter—or in such cases as those in) exami 
which operations on the sympathetic nerves have been! the ca 
successful in checking the advance of the hypertension} genius 
None the less, the presence of retinal lesions in a hyper} But 
tensive affection must be regarded as a serious complica-}  strippé 
tion and frequently of grave prognostic significance. rubbe 
In a case report of retinopathy in a patient with adrenal) ‘Use 
medullary tumour (pheochromocytoma) Rodin’ shows that 
the successful removal of the tumour led to the resolution aa 
of a marked retinal lesion. The retinopathy was in many}. 4) 
respects similar to that seen in malignant hypertension, peratu 
though not so severe. Within fourteen weeks after opz-§ ment 
ation there was considerable improvement, and. within} This « 
twenty-six weeks the improvement was quite striking) room 
Three and a half years after removal of the tumour th) mattr 
retina was normal. of the 
The retinal lesions in adrenal medullary tumour are pre) PY 
sumably the reflection of the permanent or paroxysmal The 
hypertension seen in the course of the disease, and, as the tl 
hypertension itself is probably due to the liberation of Gen 
large amounts of adrenaline or an adrenaline-like pressor) ono, 
substance by the tumour, it is not altogether unexpected day d 
that surgical treatment should check and even reverse both } and t 
the hypertension and the retinopathy. Though this tumour 
is rare the possibility that it may be the exciting factor in pe 
cases of hypertension, particularly in young patients, 5} jot, 
worth bearing in mind. nakec 
daily 
Prof. F. C. Bartlett, C.B.E., F.R.S., will deliver the} 4 roll 
Oliver-Sharpey Lectures on Tuesday, Jan. 21, and Thurs -_ 
day, Jan. 23, at 5 p.m., at the Royal College of Physicians . - 
His subject is “ The Measurement of Human Skill.” an 
of cle 
The date for receiving Plebiscite Forms has beet 
extended to Jan. 6, in order to give those in the Sef). 
vices especially a chance to vote. The final count will b& sleep 


announced shortly after that date. 
1 Arch. Ophthal., Chicago, 1948, 34, 402. 
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MEDICINE IN DACHAU* 


BY 
HENRI ROSENCHER, M.D. 


of 293,000 French people deported to Germany 42,000 came 
back, and 65% of these were found to be in bad health on 
their arrival in France. In this article, the medical aspects of 
life in a concentration camp are described, the facts being 
taken from Dachau, where I spent 8 months. The subject is 
considered under four headings—hygiene, morbidity factors, 
medical organization, and the pathology of the internee, the 
part played by starvation and overcrowding being emphasized, 
with a final note on the commonest sequelae of life in the camp 
as shown by a follow-up of 1,000 cases in the Department of 


the Seine. 
Hygiene 

At first glance Dachau would appear to be a model camp. 
The visitor (assuming that his entry were possible) would b: 
impressed by the football ground, the clothing stores full of 
garments, the fine shower-baths with their modern heating 
installation, the spotless kitchens, and the charming lay-out 
of the buildings with flower-beds and an avenue of poplars. 
The Revier (sick-bay) would seem amazingly clean and tidy. It 
included rooms for eye and E.N.T. clinics, a physiotherapy 
room with the most modern apparatus (even an electrocardio- 
graph), a big dressing-station, two magnificent operating 
theatres with a sterilization room, an x-ray department, a dental 
clinic, a well-fitted laboratory, a well-stocked dispensary, and 
beautiful parquet floors to the wards. If, further, the medical 
routine of the camp were described—the bath and disinfestation 
on entry, the initial medical examination complete with radio- 
graphy, the insistence on daily hygiene, the regular routine 
examinations and the formidable total of medical personnel in 
the camp—the visitor could not but marvel at the German 
genius for organization. 

But the inmate saw a very different aspect. On arrival he was 
stripped of all he possessed, shaved all over, and conscientiously 
rubbed with a carbolic solution so strong that ‘it frequently 
caused severe burns. The shower might be boiling or ice-cold, 
and was followed by many hours of waiting, naked, hungry, 
and cold, for an issue of camp clothing. The entire operation 
was repeated almost monthly, when all clothing was sent for 
an alleged disinfestation in an apparatus the maximum tem- 
perature of which was adrhirably suited to the further develop- 
ment of the nit, and which often failed to kill the adult louse. 
This operation was in any case useless, since only sections of a 
room were done at a time, and it never included the infested 
mattresses. Its only result was to cause the death by exposure 
of the less hardy prisoners (100 deaths on one occasion, when a 
party remained naked for 36 hours in the month of February). 

The daily toilet of the prisoners, although in theory obliga- 
tory, was hampered by total absence of soap, a time limit of 
30 seconds per person per tap, and the fact that the wash-room 
was also a mortuary, necessitating much manceuvring over and 
among corpses. The scrupulous cleansing of barrack-rooms each 
day did not prevent the bedding from swarming with fleas, lice, 


and bugs. 
Factors Influencing Morbidity 


As a killer, cold proved of great service to the S.S. Thus at 
Natzweiler, three-quarters of the Russians died after standing 
naked in the snow for 24 hours after a hot shower. The twice- 
daily roll-calls in the snow (the all-time record at Dachau was 
a roll-call lasting 60 hours), the snow-clearing parties, and the 
medical inspections to determine fitness for work, when the can- 
didates waited naked out of doors for the S.S. doctor to look 
at their hands (sole criterion of fitness), all helped in the work 
of extermination. It is unnecessary to mention the inadequacy 
of clothing and bedding. To the cold was added fatigue. In the 
closed (non-working) blocks, 16 hours a day was often spent 
standing outside, while in the open (working) blocks the long 
mg of toil and roll-calls left only four hours a night for 


* An abridged translation from the French. 


The overcrowding of barracks left an average of 0.5 to 0.75 
cubic metre of air per man, not to mention the presence of the 
corpses, which remained there perhaps for a week and were 
sometimes reinforced at the rate of 50 per night per block. And 
all th.s was added to a background of continuous hunger. Table I 
shows the food distributed in the closed blocks in a period of 
relative abundance—September. 1944. The calorie values may 


TaBLe Week's Rations in September, 1944 


! 


j 

2 8. 28 
Midday soup(litres)| 1) 1 1 190g.) | 1,050 
Evening soup (litres 1 | | 3x 1 225 
Bread (g.) .. | 300 | 300 | 300 300 300 300) 2,100g. | 2 | 4,200 
Potatoes (g.) | 180) 150) 150) 130 150 150 150} 1,050g. | 1 | 1,050 
Margarine (g.) } | $0} 20 70 g. 1 70 
Sausage (g.) 50, 70, 120g. 120 
70; | Wg. | 4 | 280 
Cheese... 50 50g. | 0.5 2s 


“Total weekly calories, 7,120; total daily calories, 1,017. 


seem low for individual products, but it must be remembered 
that, for example, the margarine had only 10% of fat, and the 
cheese was pure casein. The workers in the open blocks had a 
daily supplement of 260 to 290 calories. In March, 1945, there 
was a sharp drop jn the rations, as shown in Table Il. 


Taste Il.—A Week's Rations in April, 1945 


Midday soup (litres) | | 1 x 250g.) 1 11,750 
Evening soup (litres) 1 1 1 3x 100g 1 300 
| 120) 120] 120, 120] 120] 120] 120 840g. | 2 | 1,680 


Total weekly calories, 3,730; total daily calories, 533. 


Medical Organization 

There were at first no doctors in concentration camps. One 
could either be alive and at work or dead and in the crema- 
torium. When the Revier was first instituted medicine and 
surgery were practised by persons of doubtful antecedents 
among the inmates. In June, 1944, internee doctors were 
attached to blocks. They worked in open blocks, closed blocks, 
or the Revier. In the open blocks, the doctor collected his sick 
each evening and marched them over to the German Ober- 
pfleger (head nurse) at the Revier. The Oberpfleger decided their 
fate. Sometimes he sent them to havea paper dressing put on 
their wounds ; sometimes he gave them a mysterious pill and 
sometimes a thimbleful of wonderful elixir of life. Those 
with large and dirty ulcers got one to three days off work. 
A few rare individuals, whose axillary temperature reached 
102° F. (38.9° C.), were placed in hospital. Thus the internee 
doctor in these blocks enjoyed a sinecure. Not so his colleague 
in the closed blocks. He found himself with large numbers of 
sick on his hands ; he had to dance attendance on the German 
carpenter, who conducted the sick parade in the block and 
who amused himself by freely changing diagnoses and treat- 
ments, and he had to engage in never-ending disputes with 
Germans of all grades to procure the tiniest concession for his 
patients. For the doctor working in the Revier the greatest 
annoyance was the German orderly, who reigned supreme 
there. The orderly arranged everything; the doctor was his 
unwelcome assistant, whose most important task was to keep 
a chart recording the pulse rate, the diagnosis, and the presence 
of any gold teeth (for reference after the patient’s death). The 
giving of diets or drugs depended on the favour of the internee 
orderlies, who conducted a black market in everything. 

The lack of sufficient drugs made it necessary to treat only 
the moderately sick, since the more serious would die any- 
way and the slightly sick would recover. 


Pathology of the Internee 
Among the many factors influencing-mortality in Dachau - 
starvation, overcrowding, thirst, fatigue, cold, ill treatment—onl, 
the first two will be considered at length Here. 
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(a) Starvation 
The chief dietary deficiencies were in calories, proteins, 
mineral salts, and vitamins. The first manifestation of starva- 
ation was loss of weight—the disappearance of fat leading to the 
scaphoid abdomen and the sunken orbits of the internee ; later 


came muscle atrophy, the deltoids going first, then the quadri- 


ceps and the thigh adductors, so that one could introduce both 
fists between the adducted thighs, next the gastrocnemii, and 


lastly the glutei. The skin became dry, hard, wrinkled, and an 
earthy grey in colour. The hair fell out and the nails became 


dull, ridged, and brittle. 


Parallel with the loss in weight went a progressive cardiac 
insufficiency. The pulse grew weaker and slower, with lowered 
tension and smaller amplitude. This bradycardia was interrupted 
by extreme and prolonged tachycardia on the slightest exer- 
tion. On screening, the heart-beats seemed of poor amplitude 
and the cardiac shadow enormous, clear-cut against the 
unusually transparent ribs. From the neuromuscular stand- 
point, reflexes and tonus were diminished, and the slow, clumsy 
movements of the patient conjured up the memory of a slow- 
motion film. Eventually came the stage of the living mummy, 
known in the camp as a “ musulman.” 

But this state of affairs remained for a long time reversible 
by improved feeding, and even the extreme cases were often 
an “unconscionable time a-dying,’ while newcomers to the 


camp were galloping to their grave. However, the general rule 


was that after a loss of weight of 50% the changes became 
irreversible, and the “musulman”™ died quite suddenly, in his 
sleep or perhaps at roll-call. The findings at necropsy were 
atrophied viscera, a small, flabby heart, a pale liver, a dilated 
stomach with smooth mucosa, and an intestinal wall the thick- 
ness of cigarette paper. 


To complicate this picture in 80% of cases there was 


oedema and then diarrhoea. Oedema was often the first sign of 


serious trouble. It appeared quite suddenly in ankles and face, 
and indicated a grave metabolic upset. Frequently the onset was 
heralded by a spell of nocturnal frequency of micturition. 
(Such a spell was usually followed within a week or two by 
oedema, by diarrhoea, or by an aggravation of general weak- 


ness.) Usually the oedema increased, involving successively the 


dorsum of the feet, the legs, the thighs, and the lumbar region, 
the soft, pale, swollen lower half of the body contrasting with 
the emaciated thorax and arms. There was a similarity between 
the face of a victim and that of a myxoedematous subject, a 
similarity heightened by the bradycardia, hypothermia, apathy, 
loss of hair, and condition of the skin. But, unlike myxoedema, 
this oedema pitted and was very labile. A few days of rest in 
bed made it disappear (with accompanying polyuria), only to 
,reappear on exertion. Withholding fluids had no effect on it. 

In time, in addition to the oedema there was pleural effusion, 
ascites, or acute oedema of the lung. The patient died of cardiac 
failure or of intercurrent infection, especially pulmonary. 
Cardiac insufficiency was first thought to be responsible for this 
oedema, but digitalis was without effect. A renal origin was 
negatived by the absence of urinary abnormalities and by the 
normal blood urea and lowered blood pressure. The oedema 
was apparently due to protein lack, its incidence diminishing 
in times of better feeding and rising sharply when rations were 
cut. Laboratory tests showed a lowered serum globulin, with 
increase in the ratio of albumin to globulin. 

Diarrhoea often completed the picture of starvation. The 
stools were liquid, pale yellow, scarcely faeculent, increasing 
in frequency up to 20-30 a day, and often accompanied by a 
constant desire to defaecate. The patient also passed muco- 
membranous material. Within a couple of days his oedema 
disappeared and his body became skin and bone. His corpse- 
like face, with dull cornea, dilated pupil, and wide-open mouth, 
and his flexed, immobile, icy body, from which came a rare 
superficial respiration, bore mute testimony to his misery. The 
end usually came within two days. 


Besides these cases there was a type of primary diarrhoea 


occurring in patients still in good general condition, which swept 
through whole blocks, was accompanied by no other symp- 
toms—no rise in temperature, no pathogens in the stools— 


and failed to respong to all drug treatment, including emetine, 


sulphonamides, and pentavalent arsenicals. It was at first 


thought that normal saprophytic bacteria had become patho. 
genic. Simple dieting for 48 hours would arrest the complain 
at its onset, but a relapse was easily provoked by fatigue, cojg 
or too speedy return to a normal diet. Cases in a later Stage 
were irreversible and patients died in a state of collapse, This 
“epidemic ” appeared at the same time as the increase in case 
of oedema due to the cut in rations, and would seem also to 
have been a direct result of protein deficiency. Intravenoy 
infusions of normal saline or of hypertonic salt solution (up 
to 60 ml. of 30%, solution daily) given to combat dehydration 
were useless. After the liberation subjects were given intr. 
venous atropine solution (0.25-0.5 mg.) and were cured com. 
pletely after three injections. A third form of diarrhoe 
appeared Curing an epidemic of typhus at Dachau, the oq. 
existence of these types complicating the picture considerably, 
Often a case which had been regarded merely as obstinate 
diarrhoea was found to give a positive Weil-Felix reaction, 
Such cases, which were regarded as an enteric form of typhus, 
at one time caused many deaths in Block 21, only 300 of g 
total of 1,600 internees remaining alive there. 

Another important manifestation of starvation was hypo- 
clycaemia. No one ever saw an acute hypoglycaemic reaction, 
but in the cachetic cases many symptoms and signs (psychic 
disturbances, torpor, somnolence, bradypnoea, etc.) recalled 
the onset of hypoglycaemic coma. The results of blood sugar 
and C.S.F. sugar examinations (made after the subjects were 
liberated) in 39 cases of psychosis with cachexia showed on the 
average: 


Blood sugar: 58.8 mg. per 100 ml. (normal, 
Sugar in C.S.F.: 62.2 mg. (normal, 50-80 mg.) 


Ratio U84t_in_ CSF. _ 995 (normal 0.52-0.66). 
biood sugar 

In acute hypoglycaemia the onset of convulsions with a blood 
sugar lower than 45 mg. per 100 ml. may be explained by the 
simultaneous fall in C.S.F. sugar to 15-25 mg., whereas in the 
chronic cases described here no convulsions occurred because 
some mechanism unknown maintained the level of sugar in the 
cerebrospinal fluid. 

Psychic disturbances were not lacking among the internees. 
Apart from a general weakening of intellect, growing apathy, 
and melancholia, cases of hallucination and delirium occurred. 
In one type of psychosis the prognosis was especially bad : the 
patient’s entire waking hours were devoted to thinking of and 
searching for food ; when he was given his food he played with 
it interminably, but was incapable of swallowing the least 
morsel. The commonest nervous symptoms were due to 4 
polyneuritis presumably caused by vitamin B deficiency. One 
patient woke in the morning with bilateral extensor paralysis of 
the wrists, another had peroneal palsy, and a third became 
suddenly completely paralysed in both legs but recovered fully 
after treatment with vitamin B. Nevertheless, vitamin deficiency 
seemed to play a very secondary part in the camp illnesses. 
No case of scurvy was found ; osteopathies were not frequent, 
though dental caries was rampant. Xerophthalmia was never 
seen, but lack of vitamin A may have contributed to the 
numerous skin affections. Amenorrhoea was common in 
females, as was a total loss of sexual desire in the males. 
Azoospermia has been found in several patients since their 
repatriation. Skin infections of all grades, from sycosis barbae 
to phagedaena, were frequent. Furuncles were often seen, and 
were very slow in healing; carbuncles were remarkable for 
their extent and indolence, and the lack of accompanying fever. 
Giant pemphigus occurred often on the hands. Large abscesses 
formed and tracked along muscles and tendons, but caused 
little pain, no local heat, and no temperature rise: all these 
lesions were slow in cicatrizing. 

Lung affections were common, starvation and cold both 
helping to produce them. Of deaths in winter 40% were due (0 
pneumonia (case mortality 25%). Pneumococcal empyema Wa 
a frequent complication, with a mortality of 75%. The 
most interesting pulmonary affection was tuberculosis, 40% of 
necropsies showing tuberculous lesions and 15% of re 
internees. having some radiological evidence of the disease. Its 
incidence was much more closely related to diet than to over 
crowding, some favoured internees in Block 16, with a dietary 
far above the average, being practically free from it. All the 
clinical types were to be seen. Acute forms appeared 
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caseating pneumonia during periods of extreme cold and as 
miliary tuberculosis under the spur of typhus, but the character- 
istic form at Dachau developed slowly, was usually bilateral, 
and radiologically had a floccular appearance. So slowly did it 
develop among the really cachectic that they did not appear to 
die any sooner than those with simple cachexia. Pleural effu- 
sions were very common, and some were even cured, mirabile 
dictu! On the whole it was surprising that not more than an 
average of 20% of the internees in each block died from 


tuberculosis. 
(b) Overcrowding 


In the closed blocks at Dachau 400 men occupied a room of 
some 200 cubic metres capacity. In such a place all the normal 
acts of life become a source of misery, and to the doctor who 
must look for, examine, and treat the many sick in this chacs 
the adequate exercise of his profession becomes. impossible. 
Morbidity and mortality were seen to vary with the degree of 
overcrowding. (With 525 in one block, mortality was 3.4% a 
month ; with 1,350 in it, the monthly mortality rose to 10%.) 
An early result of overcrowding was the appearance of scabies, 
often with secondary infection. Erysipelas of the face was also 
widespread ; there were frequent relapses due to poor hygiene 
measures, but the prognosis was fairly good. Treatment was by 
sulphanilamide. 

The most important epidemic disease in the camp was typhus. 
At Dachau this disease had an average incubation period of 14 
days. After a pseudo-influenzal period of invasion of 2 days the 
characteristic picture appeared. The diagnostic signs were: 
(a) intense headache, with tinnitus and deafness ; (b) ataxia, 
accompanied by a pathognomonic drunken gait; (c) a con- 
junctival hyperaemia, which appeared before the fever ; 
(d) a temperature of 102-104° F. (38.9-40° C.), with a very 
rapid pulse. In addition, intense lumbago was usual. On 
examination a mild splenomegaly and signs of congestion 
at the bases of the lungs were practically constant. An 
interesting sign, diagnostic even in convalescents, was the 
appearance of rapid localized contraction on pinching the 
biceps. The rash, discrete and dark red, appeared on the 
fifth or sixth day om the trunk and the anterior aspect 
of the arms. This state of affairs lasted 12 to 14 days, 
with anorexia, photophobia, and oliguria. The temperature 
oscillated between 102° and 104° F. with an almost regular 
drop every third or fourth day. Half of the deaths were due to 
circulatory failure, lowered blood pressure (average 90/50) and 
tachycardia being usual. In patients recovering, the fall in 
temperature might be by crisis or by lysis. Convalescence was 
very prolonged, with asthenia and signs of cardiac weakness. 
At any stage of the illness complications might occur ; these 
comprised three clinical types: (a) gastro-intestinal, . with 
diarrhoea as the chief symptom (20%, of fatal cases) ; (6) pul- 
monary, with bronchopneumonia, pleural effusion, or a miliary 
spread of pre-existing tuberculosis; (c) nervous—the most 
interesting form. Apart from the headache and photophobia 
indicating meningeal complications, and the ataxia of cere- 
bellar origin, other signs of involvement of the nervous system 
were psychic disturbances, hallucinations, delirium, convulsions, 
mania, opisthotonos—all of grave prognostic import and often 
the only features of the case apart from extremely high fever. 
In convalescence, even 10 to 15 days after defervescence, palsies 
and paraesthesiae appeared and the intellect was usually 
weakened. Among complications, otitis media, mastoiditis, 
parotitis, and phlebitis may be mentioned, but the constant 
myocardial involvement which left the patient incapable of 
effort for long periods afterwards must be particularly stressed. 
It was observed that the epidemic, which at first had a case 
mortality of 80%, gradually became attenuated and finally left 
behind a trail of mild cases, among which even the cachectic 
recovered. 

The western Europeans were much more severely attacked 
than the Slavs, and men in good condition underwent more 
rapid and severe forms of illness than did the cachectic. The 
main factor determining survival was age—the older the subject 
the less his chance. Although lice were universal, 20% of the 
immates never showed clinical signs of the disease (? ambulant 
cases, ? naturally immune). Most of the patients had no treat- 
ment ; the lucky few who were placed in hospital did well on 
intravenous glucose-saline and cardiac tonics. Towards the end 


of the epidemic an attempt was made to treat early cases with 
transfusions (200-250 ml.) of convalescent blood. The method 
appeared efficacious, but its correct evaluation was almost 
impossible. 

It is unnecessary to dwell on the brutalities practised at 
Dachau, or on the alleged experiments carried out there, which 
cost the lives of hundreds of internees and were almost totally 
without scientific value. But it can be stated that the epidemic 
of typhus, which began on Dec. 17, 1944, with one case, was 
due entirely to the wilful negligence of the S.S. medical per- 
sonnel, who encouraged its spread by distributing contacts freely 
about the camp. 


Medical Sequelae of Dachau 

Of the returned internees, 65% were found to be ill, in con- 
trast with 7.7% of prisoners of war. Moreover, 30% were still 
ill in March, 1946, ten months after their liberation. The most 
important sequel was lung impairment, which was found in 
25.8% of returned internees. Pulmonary tuberculosis occurred 
in 16.7%. Cardiac impairment was present in 3%, of whom one- 
quarter died within a year. Digestive disturbances were stil! 
present in 2.1% in March, 1946, but in general were not severe. 
After liberation a number of internees developed gastric ulcers 
—an almost unknown disease at Dachau. 

Avitaminoses were rare and disappeared rapidly, but 
cachexia and oedema were troublesome and slow to disappear, 
as was the tendency of the skin to infection. Almost all the 
internees maintained a sympathetic hyperactivity (e.g., sweat- 
ing on the slightest exertion) for at least six months after their 
return ; concentration was difficult, memory was impaired, and 
there was irritability and instability. 


JOINT TUBERCULOSIS COUNCIL 


At the last meeting of the Joint Tuberculosis Council tribute was 
paid to the late Dr. George Jessel, who was vice-chairman at the 
time of his death. Dr. James Boyd, Chief Medical Officer, Ministry 
of Health and Local Government of Northern Ireland, attended 
as observer on behalf of his Ministry, and was cordially welcomed. 
The Council adopted a report prepared by a committee on the 
re-definition of terms used in tuberculosis work. The report 
suggested the abolition of the present system of recording cases, 
and suggested new classifications. New definitions of “ quiescent,” 
“ arrested,” and other terms were also suggested. The report was 
forwarded to the Minister of Health with a request that its recom- 
mendations be carried into effect. 

Attention was drawn to the anomaly created by a recent ruling 
that where family allowances under the Government scheme are 
received by persons who are entitled to financial assistance under 
Memorandum 266/T, the 266/T allowances must be reduced by the 
amount of family allowance received, and the Council authorized a 
deputation to express to the Ministry the strong view that family 
allowances should have no effect upon allowances granted to tuber- 
culous persons as such. The question of bread rationing and its 
effects, if any, upon tuberculous persons in and out of sanatoria was 
referred to the Council’s committee on nutrition. Arising out of 
resolutions adopted at a previous meeting expressing alarm at the 
probable effect of the National Health Service Bill on the tuberculosis 
service, it was reported that a deputation representing the Joint 
Tuberculosis Council and the N.A.P.T. had met Sir Wilson Jameson. 
Sir Wilson on that occasion said that there was no intention to 
detach preventive work from curative work. He had also given 
assurances on other points. The report of the interview was accepted 
without prejudice to any future action which the J.T.C, might con- 
sider necessary in relation to the Bill. The standardization of the 
forms of record used by local authorities in connexion with their 
tuberculosis services was discussed, and a committee was asked to 
consider the present situation and, if possible, to suggest standard 
forms for universal use. 

Arising out of a resolution of the Tuberculosis Association, the 
Council appointed a special committee to consider the establishment 
of a Bureau of Tuberculosis Statistics. The new committee was 
empowered to explore the possibilities of collecting tuberculosis mor- 
bidity statistics, to plan statistical inquiries into selected problems, 
and to advise—or arrange for expert advice to be afforded—on the 
collection of data. The committee was made as representative as 
possible, its membership including a tuberculosis officer, a sana- 
torium. superintendent, a thoracic surgeon, an orthopaedic surgeon, 
a paediatrician, a radiologist, a bacteriologist, and a medical officer 
of health. The Council decided to approach the Nuffield Founda- 
tion for assistance in the project. 
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THE PLEBISCITE 


lable 1 shows the returns received up to midday, Dec. 16. The classification is according to the professional group and the 
number of years since qualification. 


Table I.—Those Qualified 0-14 Years 


— 


0-7 Years 8-14 Years 
Category Description of Cate Total + and | Total 
Ya | Wo | Ym] No| Ye | No | Ye | No | Ym] No| 
i | Consultant or specialist .. | _71 74 | 2 | 91 8s | 426 | 295 | SS 43) 481) 
2 | General practitioner principal .. or “ 327 528 67 112 640 813 1,454 | 114 180 927 1,634 
3. | General practitioner assistant .. ws Sa 428 634 | 103 141 S31 775 231 314 28 25 
4 | Whole-time vol. hospital ie ee ae 1,319 1,082 | 198 212 1,517 1,294 387 184 71 42 458 2% 
5 Whole-time local auth. gen. hosp. wa a 514 351 76 46 397 239 82 259 91 
6 Whole-time local auth. spec. hosp. .. ea 234 126 ad | 32 285 158 176 70 26 14 202 
7 | Whole-time public health service ne ae 119 51 21 13 149 64 237 120 37 23 274 143 
8 | Whole-time government service ites a 90 37 26 15 116 $2 94 29 21 9 115 8 
Whole-time teacher 63 30 19 82 41 59 30 18 3 77 233 
10 | Whole-time research oe 90 25 12 102 36 48 6 1 54 2 
11 | Whole-time non.-govern. post .. Ls ye 29 25 4 32 29 40 39 7 6 47 5 
12. Medically qualified dental surg. . . ax 6 22 3 25 12 22 5 9 17 
13 | Retired 10 17 5 16 26 25 4 3 30 
14 | Unclassified 502 340 (127 98 629 438 209 172 41 30 250 2 
Totals... «3,802 | 3,342 | 729 | 714 | 4531 | 4.086 | 2,997 | 2,847 | 453 420. 3,450 3,067 
| 
Table I (continued).—Those Qualified 15 Years and Over 
15-21 Years 22 Years and Over No Age 
England and | Scotland and | England and | Scotland England and | Scotland and 
Category Description of Category Wales vee ad Total Wales Ireland Total W les Ireland 
| Yes | No | Yes | No | Yes | No | Yes | No | Yes | No | Yes | No | Yes No Yes | No. 
1 | Consultant or specialist .. 463| SIL) 41 | 72 $83 | 917/1,218| 100 | 209 28 
2 General practitioner principal aH 1,192 | 2,261 | 173 | 250 | 1,365 | 2,511 | 2,327 | 4,502 | 373 609 2,700; 5,111) 77 90 6 17 
3 General practitioner assistant as 75 12 10 8 105 71 12 18; 83) 138 9 12 3} 3 
4 Whole-time vol. hospital .. ot #21 2 5 4 54 26 43 28 9 10; $2} 38; 23 | 19 6 i 
5 | Whole-time local auth. gen. hosp... 30) 3 4 98 34,83 33} 2 1} 85) 34) 15 8 
6 Whole-time local auth. spec. hosp...  —-129 38 18 4 147 42 163 65 16 7 179 72 7 a 6 2 
7 Whole-time public health service .. 276 | 152; 44 27 320 179 456 327| 64 41 $20 368! 33 | 9 1 | 1 
8 Whole-time government service .. | 73 3 14 4 87 35 170 116} 30 13; 20, 129; 9 | 3 5 1 
9 Whole-time teacher .. —- we $2 | 15 10 12 62 27 61 32] 21 12 82, 44 6 i 2 2 3 
10 Whole-time research .. 16 3 2 1 18 4 32 25 3 1 35 26 
il Whole-time non-govern. t Pes 60 | $4; — 4 60 58 76 78 9 12 8§ 90 6 1 | eo 
12 Medically qualified dental surg. .. 14 34 3 2 17 28 80 24 33 104 5 2 —- | — 
13 Retired es on ia Sa 42, 42 8 14 50 56 | 1,027 | 1,625 | 122 232 «(1,149 1,857) 26 | 44 | 14 u 
14 | Unclassified .. 94 9 16 107 110 166; 274) 23 | 41) 189 315 2 2 
Totals... 2,634 3,382 | 342 | 424 | 2,976 | 3,806 5,620 | 8,523 | 789 | 1,230 6,409 265 | 247. 57 | 
Table II.—Civilian Practitioners : Results up to Dec. 16 
England and Wales Scotland Ireland | Category Totals Total 
Category | Description of Category Replies 
Yes No Yes | No Yes No Received 
Consultant or specialist... .. 2,120 200 283 23 36 | 2128 , 2469 | 4,597 
2 General practitioner principal .. “ we 4.736 8,835 585 2°70 148 198 5,469 | 10,003 | 15,472 
3 General practitioner assistant .. 814 1,175 135 189 23 33 | | & 
4 Whole-time vol. hospital .. aa ae a 1,821 1,335 248 239 41 36 2,110 1,610 3, 
5 Whole-time local auth. gen. hosp. 946 S04 94 48 12 1,051 564 61S 
6 Whole-time local auth. spec. hosp. se - 709 303 95 53 22 6 825 362 1,188 
7 Whole-time public health service . . a Be 1,121 659 146 90 21 15 1,288 764 2,052 
8 Whole-time government service .. 436 216 85 38 4 258 790 
9 Whole-time teacher 241 109 €6 35 4 6 311 150 461 
10 Whole-time research 190 65 23 3 214 79 293 
Whole-time non-govern. post... 211 197 18 22 1 5 230 224 454 
12 Medically qualified dental surg. . . 65 160 13 36 2 | 198 | 276 
13 Retired 1.131 13753 139 240 1S 23 1,285 2.016 | 
14 Unclassified . . ar 992 170 172 32 18 1,194 1,090 2,284 
18,341 2,017 | 2.426 | 353 | 417 | 17,688 2,184 38,872 
Further Analysis include consultants and specialists, general practitioners, whether 


In Categories | to 14 of those to whom voting papers have 
been sent up to 12 noon on Monday, Dec. 16, 81°, have 
replied: 37° have voted Yes; 44%, have voted No; and 
19° have not replied. Of those who have voted 46°, have 
voted Yes and 54% have voted No. 

Tables I and II do not include voters in the Services. 

Up to Dec. 16 the proportion of Service practitioners who 
have sent in-their voting papers is approximately 34%. Of 
those who have voted 56%, have voted Yes and 44%, have 
voted No. * 

In Engiand and Wales only, of those in Groups | to 14 to 
whom voting papers were sent, 83° have replied: 38% voted 
Yes ; 45%, voted No; and 17% have not replied. That is, of 
those voting 46°, voted Yes and 54°, No. Categories | to 4 


principals or assistants, and whole-time voluntary hospital stafl. 
In Great Britain of those to whom voting papers were seni 
92%, have replied: 37%, voted Yes: 55°, voted No: and 8", 
have not replied. Of those who have voted, 41°, voted Yes 
and 59%, No. In England and Wales only, 93°, of Categories | 
to 4 have replied: 38°, voted Yes: 55%, voted No: and 7» 
have not replied. Again, of those who have voted 41°. voted 
Yes and 59% No. Of general practitioners, principals and 
assistants, in Great Britain, 88%, have replied: 32°, voted Yes: 
56%, voted No; and 12%, have not replied. In England and 
Wales only, 90% replied: 32% voted Yes; 58% voted No; 
and 10% have not.replied. In each case of those who have 
voted 36%, voted Yes and 64% No. A final report on the 
plebiscite, embodying civilian and Service figures, will be made 
soon after Jan. 6. 
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Dec. 21, 1946 COUNCIL'S DECISION 
COUNCIL’S DECISION ON THE 


HEALTH ACT 
STATEMENT BY DR. DAIN 


The following statement was issued to the Press on Dec. 12 by 
the Chairman of Council, Dr. H. Guy Dain. 


As everyone knows, the medical profession has stated plainly 
through its Negotiating Committee that the National Health 
Service Act as passed is in conflict with the principles of the 
profession. That was the position before the plebiscite was 
taken. The question posed to the profession by the plebiscite 
was “Shall we or shall we not enter into any discussions on 
the framework to be created within the limitations of that 
Act?” The results of the plebiscite are now known. The 
Council of the British Medical Association met yesterday to 
examine the results. The question it plainly had to consider 
was whether there was a majority and, if so, whether it was 
a sufficient majority to justify not entering into discussions 
with the Minister. The Council's answer to both these ques- 
tions is in the affirmative. It decided to call a Special Meet- 
ing of the Representative Body on Jan. 28 next to consider 
the results of the plebiscite and to approve the following 
resolution : 

Resolved—That the Negotiating Committee be advised 
that in view of the results of the plebiscite the Minister 
be informed that because of the divergence between the 
principles of the profession and the provisions of the 
National Health Service Act, the Committee is unable to 
enter into discussions with the Minister on the Regulations 
to be made under that Act. 


This followed a discussion on the result of the plebiscite, 
which was presented in such detail as to enable the attitude of 
every branch of the profession to be assessed. 

It was at once apparent that of the doctors mainly con- 
cerned—i.e.. the general practitioners, 64% had voted against 
negotiating. As was to be expected, this situation was 
reversed in the case of men already in whole-time salaried 
appointments, though the large proportion of those actually 
in Government service voting against negotiation was regarded 
as significant. 

The poll of civilian doctors was just over 80%, an extra- 
ordinary response comparing more than favourably, for 
example, with the poll at the last two General Elections. Of 
this, 54%, were “No” and 46% “Yes.” The Service poll 
was inevitably small, on account of distance and difficulty of 
tracing units, only 32% replies being received to date. Of these 
56.3%, voted “ Yes” and 43.7% voted “ No.” 

An examination of the analysis shows a consistent picture 
all the way through. In the general practitioner group the young 
doctors effectively support the majority against negotiation. 
There is no question of age overweighting the decision. 

The B.M.A. is a democratic body and in the light of these 
figures the Council has no mandate to negotiate. 

The position therefore is that the B.M.A. is not empowered 
to accept any invitation that may be given by the Minister to 
the medical profession to join him in discussing the regulations 
to be made under the National Health Service Act. He may 
have many offers of help, but none from the main body repre- 
senting the profession. 

It is important to remember that the National Health Service 
Act is not a Conscription Act and that a decision not to join 
the Service is not disloyalty to the country. Whatever the 
ultimate outcome the doctors will be loyal to their calling 


and to their patients, to whom, as always, they owe their first 
duty, 


PLEA FOR “ WISER COUNSELS” 
After the announcement of the result of the plebiscite the 
following statement was issued by the Ministry of Health on 
Dec. 12: 


“The Minister has learnt that the B.M.A. are placing the 
results of the plebiscite before a Special Representative Meet- 
ing with a recommendation that the profession should refuse 
to discuss with him the steps to be taken fo bring the .«ufonal 
Health Service Act into operation. He hopes that before any 
final decision is taken accepting this recommendation, wiser 
counsels will have preva‘led ; and he feels sure that the medical 
profession will take no steps which would make it difficult for 
them to take part in the comprehensive Health Service which 
the people of this country so ardently desire. 

“ Meanwhile, the Minister has a clear duty to carry out the 
instructions of Parliament as expressed in the Act, and he can 
no longer postpone the consultations which are a necessar\ 
preliminary to the setting up of the administrative machinery. 
He is, therefore, proceeding to consult all the many other 
interests which will be concerned in the National Health Service. 
He is also considering what ought to be done—and this is a 
matter to which he attaches great importance—to give the 
medical profession the opportunity of assisting to shape. and 
of playing its part in. the new Service.” 


CLASSIFYING CAUSES OF DEATH 
MEDICAL ADVISORY COMMITTEE 


The Registrar-General announces that in connexion with the 
revision in 1948 of the International List of Causes of Death, 
the Minister of Health has appointed a Medical Advisory Com- 
mittee “to consider from the medical point of view and to 
advise upon the alterations to be suggested by H.M. Govern- 
ment in the United Kingdom at the forthcoming revision of the 
International List of Causes of Death.” 


Sir Ernest Rock-Carling, F.R.C.S., Dean of Westminster Hospital 
Medical School, is chairman of the committee, of which the following 
are members: A. W. M. Ellis, D.M., F.R.C.P., Regius Professor of 
Medicine, Oxford University; Charles F. Harris, M.D., F.R.C.P., 
Dean of the Medical Coilege, St. Bartholomew's Hospital; Aubrey 
J. Lewis, M.D.,-F.R.C.P., Professor of Psychiatry; London Univer- 
sity; A. H. T. Robb-Smith, M.D., Nuffield Reader in Pathology. 
Oxford University; Eardley Holland, M.D., F.R.C.P., F.R.CS.., 
late President, Royal College of Obstetricians and Gynaecologists : 
N. Hamilton Fairley, M.D., F.R.C.P., F.R.S., Welicome Professor 
of Tropical Medicine, London University; A. Bradford Hill, D.Sc.. 
Ph.D., Professor of Medical Statistics, London University; Percy 
Stocks, M.D., D.P.H., Medical Statistician, General Register Office 
and Ministry of Health; Melville Mackenzie, M.D., D.P.H., Prin- 
cipal Medical Officer, Ministry of Health; Sydney Smith, M.D., 
F.R.C.P.Ed., Regius Professor of Forensic Medicine, Edinburgh 
University; W. W. D. Thomson, M.D., F.R.C.P., Professor of 
Medicine, Queen’s University, Belfast. The secretary of the com- 
mittee is Mr. L. M. Feery, of the General Register Office. 

Recognition of the importance to medical research of inter- 
nationally comparable statistics of causes of death inspired the 
formulation of the present classification, which was first adopted 
by the International Institute of Statistics in 1893, and which 
has been revised on five occasions by an International Confer- 
ence convened decennially since 1900 by the French Govern- 
ment. The main achievements of the conference have been to 
revise the terminology of the Iniernational List of Causes of 
Death in accordance with scientific developments, and to initiate 
the agreement relating to statistics of causes of death signed in 
1934 on behalf of over 20 Governments, which undertook to 
compile and publish their statistics according to the avreed 
International List. Provision has now been made for the next 
revision of the International List of Causes of Death (which is 
due to be made in 1948) and the establishment of an inter- 
national nomenclature of diseases to be carried out under the 
auspices of the World Health Organization. 


Health identity cards will be issued to all French babies born in 
1947 and thereafter, and will follow their owners throughout their 
lives. Free medical examinations will keep them up to date. 
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TEACHING, OF DERMATOLOGY 


MEDICAL JourNat 


THE TEACHING OF DERMATOLOGY 


The treatment of skin conditions forms so large a part of 
general and hospital practice and is of such importance to 
industry, where many of these conditions are acquired, that 
the Royal College of Physicians of London last year appointed 
a committee to consider the education both of undergraduates 
and of postgraduates in this subject and the establishment of 
a comprehensive dermatological service. The committee, of 
which | »rd Moran was chairman and Dr. Henry MacCormac 
vice-chairman, issued) an interim report last January dealing 
mainly with the latter part of its terms of reference. Its final 
report is concerned with the subject of teaching. 

The committee suggests ways in which the study of derma- 
tology might be integrated within a planned medical training, 
beginning in the preliminary year with some reference to the 
common parasites as part of the study in biology. In physio- 
logy the importance of the skin in the preservation of health 
should be emphasized. In the introductory course recommended 
by the Goodenough Committee to illustrate principles of general 
medicine, surgery, and pathology, lesions of the skin, which 
are so directly observable, should provide a suitable medium. 
During the period of systematic instruction in general medi- 
cine, introductory instruction in the principles of dermatology 
should be given as part of the course. It is recommended that 
the student's appointment in dermatology should cover a period 
of three months, with attendance at least twice a week as 
clinical clerk to in-patients and out-patients. A departmental 
examination in dermatology should be held before the final. 
A sufficient proportion of beds for dermatological cases should 
be allocated: 5% of the total beds in a teaching centre is 
suggested. 

Training the Consultant 

The proposed dermatological institute in London would be 
an important step towards the development of postgraduate 
dermatological education of the desired standard, and one 
which, in the view of the committee, should be followed in 
other regions. There are three groups for which provision for 
instruction in dermatology should be made: (1) intending con- 
sultants in the subject, (2) intending dermatological specialists, 
and (3) practitioners attending refresher courses. For consult- 
ants in dermatology the committee recommends a period of 
five years’ study after registration, this training to include: an 
appointment ia the department of general medicine for a year, 
and in the pathological and bacteriological departments for a 
year; the study of ‘actinotherapy, radiotherapy, venereal dis- 
eases, fevers, and industrial medicine; clinical work as an 
assistant or registrar in the dermatological department of the 
teaching institution ; and a period of study abroad. For derma- 
tological specialists a short-term policy would be to fill vacancies 
in the non-teaching hospitals with graduates who for a reason- 
able time have been practising the specialty and have held 
hospital appointments in dermatological departments. The 
long-term policy should be the provision of properly trained 
dermatologists to staff all the hospital regions. — 

It is considered that graduates who wish to be recognized 
as consultants in dermatology should be required to obtain a 
university degree and a diploma or degree comparable to the 
M.R.C.P. Some universities have already instituted an M.D. 
in dermatology. It is not thought desirable at present to recom- 
mend the establishment of a diploma in dermatology, but it is 
recommended that the Royal College should set up a dermato- 
logical board for the recognition of hospitals at which post- 
graduate training could be undertaken, for the laying down of 
standards of training, and for advice on the suitability of 
candidates for appointment to hospital staffs. : 


Future Needs 


In its earlier interim report the committee discussed the 
number of dermatologists likely to be required in a National 
Health Service. It endorses the conclusion given in a memor- 
andum which was laid before it by Sir Archibald Gray that 
180 whole-time dérmatologists in charge of clinics would be 
needed in Great Britain. This is on the basis of four per 
million population. If, as was suggested in the recent Hospital 
Survey of the. London Region, a generat hospital of .600-700 
beds for acute cases (or of 950-1,000 if chronic and infectious 


cases are included) is required for a population of 125,000. ; 
would mean 360 such hospitals, so that there would bs oe 
dermatologist to every two hospitals. In addition the tea ene 
hospitals would each require another iwo dermatologists of 
consultant status, making a further fifty. At present there 
believed to be 85 part-time dermatologists of consulting an 
in active work in Great Britain, and some twenty or thirty 
doctors in charge of skin clinics who are either general physi 
cians or general practitioners. If all these were put on a hen, 
time basis the number available would be 115. This number 
therefore will have to be doubled to meet the requirements 
of a comprehensive dermatological scheme. If some of these 
dermatologists in charge of departments or clinics continue 
in private practice—which the committee does not exclude— 
a further increase would be necessary in proportion to the 
number undertaking only part-time employment. 


Nova et Vetera 


“OLLIER” OR “THIERSCH” SKIN GRAFTS 
French authors attribute the free split-skin graft to Ollier, of 
Lyons, and reproach English and American surgeons for 
erroneously describing this particular variety of graft as the 


Thiersch graft. It is of interest to read Ollier’s original com- 
munication. 


Ollier’s Communication 


At a meeting on April 2, 1872, Dr. Ollier, of Lyons, re. 
ported on autoplastic skin grafts and subperiosteal resection 
of the scapulo-humeral articulation. The following is a literal 
translation of the communication: 


Autoplastic Skin Grafts—In place of grafting small portions 
epidermis, 2, 3, or 4 mm. in diameter, as atte did, ome 
grafts large strips, 4, 6, or 8 cm. square or larger, which com- 
prise not only the superficial layers of the skin but also the whole 
thickness of the dermis. His aim is not to create multiple centres of 
epidermization but to replace the epidermic pellicule of ordinary 
scars by a membrane with the essential elements of normal skin in 
regard to both structure and function. 

The scar obtained by sowing little shreds of epidermis on the 
surface of a wound does not differ from ordinary scar tissue. 
Epidermization of the granulations is more or less hastened, but the 
process is the same. It operates by transforming, step by step, the 
most superficial layer of the fleshy granulations into epidermis. 
Ollier considers that the connective tissue of the dermis piays the 
principal part in skin grafts, and, to show that the connective tissue 
is able to graft itself, he cites a case in which 20 days ago he 
grafted periosteum on to the surface of a healing ulcer. He spread 
over the granulations a strip of periosteum, 6 cm. square, taken 
from a leg he had just amputated. This is the first time he has 
transplanted periosteum in man under those conditions, and he is 
not yet able to say what the result will be as regards the osteogenic 
properties of the transplant. Ollier has not been abie to study the 
late changes of these dermo-epidermic grafts. He has been using 
strips, which include part of the dermis, for two years, but his 
experiences with the large grafts of whole thickness skin are still 
too recent to enable him to describe the late results. 

He has employed the dermo-epidermic grafts to maintain separ- 
ation of the fingers after an operation for syndactyly caused by an 
extensive burn of the hand. He has also used them to cure old 
scars, interrupting, by means of the transplanted tissue, the con- 
tinuity of the scar tissue. A year later the graft was recognizable by 
its greater suppleness and by its colour, which stood out against 
the violet base of the scar. It seemed to him, however, that the 
results would be more complete and lasting if the whole thickness 
of the dermis were transplanted, as is his present practice. 

In Order to oppose cicatricial retraction by means of a skin graft 
one must not rest content with applying the strip to the excoriated 
or revivified scar, but the infiltrated tissue must be excised and the 
dermis grafted on to the underlying sound tissues as soon as the 
layer of granulations has formed. The infiltrated tissues must not 
be covered, they must be replaced: then only will the graft be 4 
truly autoplastic proceeding, which will be applicable when a sliding 
autoplasty cannot be used because of the extent or position of the 
scar. 

Ollier’ procures his skin grafts either from the patient himself or 
from limbs amputated after injury in healthy subjects. When taken 
from the patient the part may be congealed by a freezing mixture. 

Ollier has, in the past, been able to obtain bony tissue with flaps 
of periosteum from animals which had died less than twenty-four 
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jously and which had been kept at several degrees below 
Without being able, at present, to establish the extreme limits 
lity of pieces of skin, he believes that the conditions are 

roximateiy analogous with those determined for periosteal grafts. 
ne ensure success of the grafts the region operated on must be 
immobilized by means of a silicate bandage, or by any other means 
which wiil completely prevent any movement of the region and any 
shifting of the graft on the wound. The silica dressing has not 
only the advantage of securing immobilization but also maintains the 

ft in a constant environment as regards temperature and humidity. 
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This favours adhesion. = 

The coloured plates exhibited at the meeting show the appearance 
of the grafts, their size, and the modifications they effect on the 
composition of the scar. One of the plates shows that the portions 
of skin (detached after being congealed by means of a_ freezing 
mixture) forty-five days after grafting are completely different in 
colour from the violet base of the remainder of the scar which 
had been formed by the ordinary healing process. 


Thiersch’s Paper 

Let us next consider Thiersch’s (1874) original paper, “ Con- 
cerning the Detailed Changes when Skin is Grafted on to 
Granulations.” It is too long to reproduce in extenso, but the 
following extracts, which give its substance, support the con- 
tention of French authors that Ollier discovered the method 
and that the only contribution made by Thiersch was the sug- 
gestion that the granulations should be shaved down before 
applying the grafts. 

Thiersch speaks of having used Reverdin’s method with 
success, and goes on to record that he had recently used one of 
the various modifications for experimental grafting of a leg 
ulcer before amputation. “Squares of whole skin, 1 cm. 
across, separating the fatty layer with great care,” were grafted 
at intervals during three weeks, the last 18 hours before opera- 
tion. After amputation, sections of the grafted area were cut, 
and he concluded that successful anastomosis between the 
capillaries of the bed and the graft were already established 
after 18 hours, because he was able to inject the capillaries of 
the graft through the vessels of the granulating area. He goes 
on to say, “ Good material to cover the granulating area can 
always be found at the edge. One takes, with a razor, thin flat 
slices and transfers them to anywhere on the area. The gaps 
caused at the edge close in two to three days.” He points out 
that Reverdin’s method of grafting on to granulations may 
fail, and suggests that the superficial layer of granulations 
should be shaved down to leave the deeper layer which con- 
sists of fine connective tissue with a horizontal network of 
vessels, so that the skin may ,be implanted on to this firm 


be necessary to wait longer than just till bleeding has ceased ; 
perhaps a few hours should elapse, during which time, under 
the protection of a Lister dressing, the first stages of an 
inflammatory reaction have set in. By this method it may per- 
haps become possible to attain the desired permanency of skin 
cover.” 

It therefore seems obvious that Ollier initiated the split-skin 
stip graft, and his name rather than that of Thiersch should 
be associated with it. It further appears that Ollier used, and 
Thiersch was experimenting with, whole thickness skin grafts 
some years before Wolfe (1875), Surgeon to the Glasgow 
Ophthalmic Institution, employed this method, though the 
litter is generally regarded as the discoverer of this particular 
variety of graft. 

Ollier’s method of freezing the skin before cutting the graft, 
and of preserving the graft by freezing it, is of particular 
interest in view of recent articles (Matthews, 1945; Strumia 
and Hodge, 1945; Webster, 1944) recommending this method 
of storing skin grafts. 

T. B.M. 
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Lieut.-Col. Ernest Browning Lathbury, R.A.M.C.ret.. who died 
mn Sept. 6, left £8,751 gross, with ‘net personalty £8,710. He left 
his share in the goodwill of his practice to his two partners. 


deeper layer. “ My investigations are not complete and it may © 
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L.C.C. HOSPITAL EXPERIENCE OF PENICILLIN 


Hospital usage of penicillin was discussed at a meeting of the 
L.C.C. Service Medical Society on Nov. 13 with Sir ALLEN 
DaLey presiding. 
Clinical Pathological Experiences 

Dr. J. M. ALSTON said that there was a renewed interest at 
present in giving the drug by direct local application to lesions 
available for such procedure. It had been shown that several 
objections hitherto urged against local use were not valid. The 
drug was not destroyed when instilled in liquid form into a 
wound or placed upon it in powder form. Local concentra- 
tion was, of course, much more lasting after local application 
than after intramuscular injection, while blood-stream titres were 
equivalent. The injection or local application of two doses of 
100,000 to 200,000 units daily was the aim, and many patients 
maintained an effective blood concentration for eight hours or 
more after the larger dose. Penicillin had been least successful 
in curing chronic infections such as those of bones, cranial 
sinuses, and skin, and even with this most powerful drug avail- 
able there was something which the body must do for itself in 
chronic infections. 


Medical Aspects of Penicillin Therapy 


Dr. B. A. YOUNG discussed experience gained since April, 
1945, in the treatment of 129 cases—including 53 pneumonias, 
10 empyemata, 13 carbuncles, and 11 meningitides. Of the 
pneu nonia patients (half of them being over 40 years of 
age) there was recovery in 38, improvement in 4, no change 
in 3, and death in 8 (4 were moribund on admission). Up to 
April, 1946, the usual adult dose was 30,000 units initially by 
intramuscular injection followed by 15,000 3-hourly doses 
(120,000 units in 24 hours), but during the past six. months 
the initial dose had been 60,000 units followed by 30,000 units 
4-hourly (180,000 units in 24 hours), and now the monthly 
hospital consumption was between 150 and 200 million units. 
In cases with a very bad prognosis the dose had been increased 
to 60,000 units 4-hourly (360,000 units in 24 hours). There was 
now a growing tendency towards increased dosage at longer 
intervals, and experiments were being made with doses of 
250,000 units, soluble in 1 ml. water, at 8- to 12-hour inter- 
vals. Intermittent high blood penicillin levels produced by large 
infrequent doses were considered in most cases to be as efficient 
as the constant but lower titres produced by continuous or 
more frequent penicillin administration. 

In the 10 cases of empyema there were 8 recoveries and 2 
deaths (one aged 80 and the other complicated by pulmonary 
tuberculosis). Treatment had been by administration of systemic 
penicillin in doses of 30,000 to 60,000 units 4-hourly, with 
repeated aspiration of the fluid and intrapleural injection of 
60.000 to 120,000 units of penicillin in 20 to 50 mil. of dis- 
tilled water on alternate days. In carbuncle 13 cases had been 
treated, with recovery in all, and the infection responded readily 
to moderate doses. 

The 11 cases of meningitis showed 7 recoveries and 4 deaths. 
Among these cases were the three of Dr. B. Gottlieb’s of Haemo- 
philus influenzae meningitis, in which the prognosis is extremely 
grave: the organism is now recognized as only relatively in- 
sensitive to penicillin. The three very young subjects had, in 
addition to systemic dosage, heroic intrathecal doses of very 
pure penicillin up to 50,000 units per dose, and complete cure 
was obtained in two cases. In the third, however, although the 
cerebrospinal fluid became sterile after the seventh intrathecal 
injection the organism later reappeared and, despite 27 intra- 
thecal injections, the patient died after nearly three months of 
continuous treatment. No convincing evidence of the value of 
systemic penicillin in cases of acute haemorrhagic nephritis 
had been obtained. The problem which the physician fre- 
quently faced in treating meningitis was to decide on the line 
of action to be taken if a turbid cerebrospinal fluid was with- 
drawn and no expert bacteriological opinion was immediately 
available. The introduction of penicillin into the cerebrospinal 
fluid was not without risk and in meningococcal meningitis 


be one 
eaching 
BISts of 
are 
1g rank 
thirty 
| physi- 
Whole. § 
Number 
rements 
f these 
Ntinued 
clude~ 
to the 
TS 
ier, of 
ns for 
as the 
| com- | 
nS, re 
ection 
literal 
ons of 
Ollier 
| COM- 
whole 
tres of 
dinary 
kin in | 
ym the 
tissue. | 
wut the | 
p, the 
lermis. 
ys the 
tissue 
go he 
spread 
taken 
has 
he is 
ogenic 
ly the 
using 
ut his 
e still 
separ- 
by an 
old 
con- 
ble by 
gainst 
at the 
kness 
graft | 
id 
is the 
not 
be a 
liding 
taken 
re. 
fo 


‘ 


960 Dec. 21, 1946 


REPORTS OF SOCIETIES 


MEDICAL Journ, 


appeared to be unnecessary. The risks were very slight, how- 
ever, if the precautions were taken of using pure penicillin of 
a concentration of 1,660 units per mg. for intrathecal injection 
and of making up each dose separately in a sealed ampoule. 


Surgical Conditions 


Mr. J. JeEMSON stressed certain points in the treatment of 
acute haematogenous osteomyelitis. A positive blood culture 
might be the only confirmatory evidence of the clinical 
diagnosis, and an early case, treated adequately. might never 
reveal radiologically any bone changes. Incision of abscesses 
or drilling of bone should not be undertaken until the patient 
had been safeguarded by at least 24 hours’ intensive penicillin 
therapy—400,000 units in 24 hours. Incisions could be safely 
closed, or closed around a small tube which was used for local 
therapy, after operative evacuation of pus with cleaning and 
dusting of the cavity with penicillin powder, and they healed 
satisfactorily. Between the sixth and ninth weeks decalcification 
of the bone was maximal, and it might be necessary to guard 
against a pathological fracture. A severe case of actinomycosis, 
with sinuses of the chest and abdominal walls, was treated by 
large doses of penicillin after all other treatments had failed, 
and the patient had become emaciated and developed an 
enlarged liver and spleen. One million units was given daily 
for thirty-five days, and after. six weeks’ rest, during which 
time the patient’s condition deteriorated a little, a further course 
was given of one million units daily for 21 days, and a final 
course of three million units daily for seven days. The patient 
improved, all sinuses healed, liver and spleen were impalpable, 
but he later returned because the sinuses had reopened. 


Experiences in Other Hospitals 

Mr. E. T. BatLey’s experience in the chronic recurrences of 
osteomyelitis, which were so frequently met with. was that the 
infections were not likely to respond to penicillin, even in high 
dosage, but he had been impressed by the results of loca) treat- 
ment with penicillin. 

Mr. G. C. Dorxinc remarked on the absence of reference to 
penicillin continuous drip. Some casualties from. Normandy had 
refused to have the three-hourly injections, and continuous drip, 
which was a painless procedure, was used. In acute osteomye- 
litis his practice had been to give rest in a padded plaster and 
systemic penicillin. The temperature usually dropped within two 
or three days and rose again on the fifth to the seventh day, 
when he took the plaster off ; if there was a periosteal abscess 
it was opened and incised, dusted with penicillin, and sutured. 

Mr. IAIN MATHESON described a case of early osteomyelitis 
of the fibula in a girl aged 9, which showed tha: penicillin 
alone was not curative in these conditions, but it might possibly 
be better to withhold operation on osteomyelitis of the bones 

of the foot. : 

Dr. M. Toouney considered that a less good result was 
obtained with 14 million units in 24 hours than with three 
injections of 300,000 units each day, a total dosage of 900,000. 
Newborn babies with minor skin infections had shown a 
dramatic response to oral penicillin. There was blood con- 
centration in babies up to therapeutic level with oral peni- 
cillin after about 10,000 units 3-hourly in the feeds. Dr. W. 
WHEATON mentioned unsuccessful treatment of subacute 
bacterial endocarditis with penicillin doses of a million units 
a day up to a total, in one case, of nearly 200 million units. 
Dr. H. Levy discussed eight cases of erysipeloid, an occupa- 
tional disease of fishmongers and pork butchers which inca- 
pacitated the workers up to three weeks, but those who had 
had injections of penicillin in beeswax were able to resume 
their work within one week. 


Voluntary self-help by wage earners in the form of payments for 
hospital services has not, according to the annual report of the 
Hospital Saving Association, been diminished by the preparations 
for the National Health Service, for the total-sum paid is greater 
than ever. The distribution to London voluntary hospitals for 1945-6 
is 8s. for each in-patient day. Since the war the incidence of treat- 
ment has risen, partly as a result of more beds becoming available, 
and if this trend continues the daily rate of contribution to the 
hospitals will fall, since the H.S.A. donation is fixed. Nearly 
£14,000,000 has been distributed for hospital services by the H.S.A. 
in the 24 years of its existence. 


Correspondence 


Surgeons Up in Arms 

Sir,—The Daily Telegraph, dated Dec. 2, says: “ Syppe, 
and Health Act.—The Council of the Royal College g 
Surgeons have asked the negotiating committee to enter jny, 
negotiations with the Minister of Health on the regulation 
authorized by the National Health Service Act.” At a specig 
meeting of Fellows and Members held at the Royal College 
of Surgeons on Nov. 29 (Journal, Dec. 7, p. 869), the Pres. 
dent, Sir Alfred Webb-Johnson, in refusing to allow cerigip 
resolutions to be put regretting the above decision, gave as hj 
reason that “this is a meeting called at short notice for th 
expression of views. Any formal resolution should have bee: 
circulated with the notice.” In this very feeble way he si 
tracked the wish of the meeting for a vote. The reason for thi 
manceuvre was obvious, for he had also rather weakly ¢q 
plained: “Is there no contrary view?” Well, Sir, there is p 
doubt that if a resolution had been put it would have be 
passed by an overwhelming majority against the Council 
recommendation. 

Later, under pressure, the President promised to send a notic 
to the Press stating that “it was generally agreed that thd 
College should act in conformity with the general feelings of 
the profession in regard to the question of negotiations. . , ’ 
No mention of this was made in the extract from the reputable 
daily paper that I quote above. The President added that th 
Council had told the Negotiating Committee what the Colley 
recommended concerning negotiation. What a travesty of th} 
facts! The Fellows, who elect the Council, have never bee 
given an opportunity to vote on this vital matter for obviow 
reasons. 

However, our general practitioner colleagues can take heart 
for at a very large meeting of consultants held in Birmingha 
on Nov. 27, where we were allowed to vote, only five voted fo 
negotiating.—I am, etc., 


Leominster. GEOFFREY Houspen. 


The Plebiscite 


Sir,—I have just read Dr. H. B. O. Cardew’s letter (Dec. 7 
p. 873), and would hasten to question several points. Dr. Cardev 
States that the Government have “ . . . a clear mandate fr 
the electorate to pass the National Health Service Act.” Thi 
is only a half-truth. (Remember Nazi propaganda—based o 
a half-truth but filled out and exaggerated with untruth?) Th¢ 
electorate did not give any “clear mandate” on the actua 
terms of the Health Act; it was not drawn up at the time o 
the election. 

Now I should like to ask Dr. Cardew some further questions 
Did the electorate also give a clear mandate for the contro 
of foreign radio transmissions reaching this country? This ha: 
been announced and will shortly be put into effect, allowin 
us to hear only what the Government wishes us to hear. 
Did the electorate expect the Government to waste sixty-three 
million pounds of public money in supplying temporar} 
aluminium huts when permanent houses were promised’ 
Did the electorate expect the Government to immediatel) 
award themselves a greatly increased salary as soon as the} 
were in power? Did the electorate expect the Governmen! 
to re-establish postal censorship on outgoing letters from this 
country—a thing that has just been announced? Did the 
electorate ever intend the enormous increase of indirect taxa- 
tion which is announced to meet the cost of this “ free” Health 
Service? I presume that Dr. Cardew will answer, “Certainly 
they did.” Any thinking man will then be able to value Dr. 
Cardew’s opinion for what it is worth. 

The great trouble is that the great majority of the electorate 
are totally incapable of giving any intelligent mandate to any- 
body on their own account. They are the 80% of the popu 
lation who, sheep-like, will follow whichever 10% of the 
population makes the greatest noise—follow without giving 
any real thought to the implications underlying that thought. 


Sir, 


interestin 
to the V 
in our 
intention 
prise, fin 
van Son 


‘decline 


that is tl 
the use 
ther, wh 
negotiate 


Dr. H. 


not ind 
the who: 
which hi 
medical 
documen 
not be « 
Act. Mo 
BM.A. 


last begi 
1944 vot 
a whole. 
badly int 

The le 


cuts no i 
before 
of civic 
does his 


was “ fre 
their vic 
success \ 
for earl 
promised 
beyond | 
to call i 

For al 
semblanc 
to Mr. B 


united a 


am, etc., 


should 1 
thought, 
has goo 
by the p 
every m 
freedom 
present { 
all indep 
shvemen 
should b 

This 
ing in m 
mme of 
for whic 
lves—let 
ad unit 
eatend j 
m, etc., 


London, 


My ans\ 
sent 
essential 
Tarbert. 
ganda th 
days bef 
Brookwo 
Sir,—l 
serving 
stood, w 
and whe 


, 1946 
Dec. 21 


CORRESPONDENCE 


961 


My answer to the plebiscite is definitely “No,” and I trust 
My ‘the profession will show itself to believe still in the 

essential principles of the freedom of all men.—I am, etc., 


A. KENNETH YOUNG., 


Sir,—Letters in your columns from the “ Yes ’-men make 
interesting reading. The thanks of the whole profession are due 
to the Willesden Council, who have done more to effect unity 

} ig our ranks by disclosing at the psychological moment the 
enter intdl jgtentions of the political party which, greatly to its own sur- 

ise, finds itself in office towards the doctors. If, as Dr. G. A. 
van Someren has stated (Dec. 7, p. 873), we say that we 
“decline to accept service under the Government scheme,” 
that is the end of the scheme. It is as simple as that. What is 
the use of saying that we are prepared to negotiate still fur- 
if ther, when Mr. Bevan himself said that he would decline to 
negotiate? 

Dr. H. B. O. Cardew (p. 873) is anxious that doctors should 
not indulge in what he terms “ political diatribes,” although 
if the whole National Health Act is a purely political matter 

which has been and still is untruthfully claimed to be a “ free 
i medical service.” The 1944 “ plebiscite” was such a confusing 

document that a very big proportion of those who voted could 
not be certain whether they were voting for or against the 

Act. Moreover, there are many of us who think that even the 

BM.A. Council and the “ Negotiating ” Committee are at long 
J last beginning to see the red light, and that the result of the 
1944 vote does not represent the opinion of the profession as 
ns... "¥awhole. Even at that late period it was astounding to find how 
4) badly informed on the vital issues many doctors were. 

The letter of Dr. Lennox Johnston (p. 874), socialist propa- 
ganda though it attempts to be, might have been useful in the 
idays before the profession was alive to its danger. To-day it 
cuts no ice. I and many others are content to be “ doctors even 
before we are citizens,” for I can think of no higher degree 
of civic virtue than that practised by the doctor who honestly 
does his job. Moreover, I deny that the Socialist Government 
was “freely elected to power.” Nobody was more surprised at 
their victory than the Socialists themselves, who owed their 
success very largely to the men and their wives who clamoured 
for early demobilization, and not because they had been 
promised a “free medical service”—a promise which was 
beyond their power to implement. In any case it is dishonest 
to call it “ free.” 

For almost the first time in its history there is at last some 
‘| semblance of solidarity in the ranks of the profession, thanks 
to Mr. Bevan and the “ closed shop.” Let us at all costs remain 
united and avoid obscuring the issue in a fog of words.—I 
am, etc., 


Brookwood. 
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H. M. STANLEY TURNER. 


The Warning of Willesden 


| Si—tI have been back in England just over a year after 
serving during the whole of the recent war, which, I under- 
‘] stood, was to save the world from tyranny in whatever form 
and wherever it was found and to ensure that all persons 
| Should be able to live in peace and freedom—freedom of 
thought, speech, and action. The National Health Service Act 
‘| has good as well as bad features. One result of its adoption 
} by the profession is, in my opinion, alone enough to call upon 
‘} every medical man and woman who values our heritage of 
as the!} fredom to refuse to co-operate in working the measure in its 
rnmen} present form. This result would be the complete surrender of 
- this} all independence in professional matters with consequent en- 
id the} shvement by the Minister of Health. Recent events at Willesden 
stould be a warning. 
Health _ This curtailment of personal liberty and freedom is appear- 
rtainly ing in many industries and professions in this country. In the 
ue Dr-Smme of all those things for which most of us fought—and 
fr which many of our compatriots gave their all, their very 
lves—let the medical profession be the first to make a definite 
“f4d united stand against this bid of bureaucracy further to 


{tend its slimy, inefficient, clumsy, and cruel tentacles.—I 
of the am, etc. ; 
be London, S.W.7. R. F. GuyMer. 


The B.M.A. and Public Relations 

Sir,—Whatever the result of the plebiscite may be there is, 
I hope, no doubt that a fight is in store. To win this fight we 
must have the support of the lay public, and to gain that we 
need a radical change in our Public Relations Department. 

Example being better than precept, the following will make 
the point clear. 

We consistently refer to a “ Health Act” when it is merely 
a “ Treatment Act ’’—and an extravagant one. We have allowed 
control of certification without emphasizing that a certificate is 
an expression of opinion which we are prepared to substantiate 
in a court of Common Law (and to our peers). Even a Glasgow 
docker will pause if it is rammed home that his own doctor's 
opinion about his case is to be controlled from London. 

A most able reply to our vilification about milk appeared 
in the Journal and a perfectly fatuous bleat about absence of 
proof in the Press, instead of vice versa. 

No real attention has been drawn to our having no right of 
appeal to the Courts. Some reference to Magna Charta is 
needed, and even to Habeas Corpus, for we shall be prevented 
from earning our living as effectually as if imprisoned. 

No real emphasis has been placed on the hard fact that in 
fighting our own battle we are fighting for the freedom of 
every individual in the land. A good title would be “ Doctors’ 
Battle of Britain.” 

Finally we must prove that we are not obstructionists to 
improvement and progress, but are averse to mere mass move- 
ment and change for the sake of change. 

I hope most sincerely that the B.M.A. will remember what 
every G.P. knows: that to get a layman to understand you must 
talk to him in his own language, and as we have to convert the 
working-class millions a spot of tub-thumping should not be 
beneath our dignity if in so doing we preserve English freedom. 
—I am, ete., 


Cromer. A. HENRY GREGSON, 


The Association and the Journal 


Sir,—A correspondent suggests (Dec. 7, p. 873) that some 
doctors only join the British Medical Association because this is 
the cheapest and most convenient way of securing the British 
Medical Journal. 1 should have thought that there must be 
many others who do not join the British Medical Association 
because part of the subscription is for a journal which they 
do not want. 

In any case would it not be advisable, both to take away 
from the Labour Government any excuse for suggesting that 
some members of the British Medical Association only join to 
obtain the British Medical Journal and to satisfy those who do 
not become members because they do not wish to contribute 
to the British Medical Journai, to institute, as well as the inclu- 
sive subscription for membership of the British Medical Associ- 
ation and for the British Medical Journal, separate subscriptions 
for each for those who do not wish both?—I am, etc., 


Alyth JOHN SLEIGH. 


Remuneration under the Act 


Sir,—I have read much in your correspondence columns con- 
cerning the freedom of the profession, etc., under the national 
health scheme, but little about the patient and the financial 
aspect. Many patients are going to lose an important right—the 
right to pay the doctor of their choice. 

Concerning the financial aspect, we have recently seen almost 
100% of the panel practitioners rising in righteous wrath over 
the 2s. increase and demanding the application of the Spens 
Report or their resignation would follow. With some alacrity 
the Minister agreed to this demand, but so that such unanimity 
cannot easily occur again he will leave the form and amount 
of remuneration under the scheme extremely vague. If he 
intended to pay us all £5,000 a year I am sure the number 
of voices raised against the scheme would indeed be crying 
in a vast wilderness.—I am, etc., 


Worsborough Dale. Denis W. MayMan. 
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blind us to the danger implicit in an ever-swelling bureay. toads 3 
National Health Service Act cracy and a concentration of authority in the Privileged has no! 
Sir,—Whereas most of us formerly favoured a national hierarchy.—I am, etc., of para 
medical service, many of us now reject the scheme which Windsor. CHARLES Tar sont 

has been offered in its place. The Act is a political instru- ; . 
ment, and the Minister’s insistence on appropriating the good- The Hogben Test SiR 


will value of practices indicates his desire for absolute power 


iro 
over the profession and thus over the citizens whom they serve. Sir,—I willingly take the opportunity of conceding that my Shap 


letter (Oct. 12, p. 554) was in error in one detail, in that Shapiro have b 


Secondly, according to a recent issue of the Journal, the colleagt 
Minister rejected a suggestion that a learned judge should have ‘id not come to work with me in London until after Dj. waren 
power to reinstate a dismissed member of the proposed Service, Zwarenstein’s 1933 visit. I do so the more willingly because nyself 
justifying this by an analogy which ought not to deceive a © Was assisting Dr. Zwarenstein as a not yet qualified medica) and tec 
child by its logic. So he rejects criticism and learned guidance. ‘'udent during the period to which the preceding paragraph of introdu 
The really competent do not surround themselves with a screen "™Y letter referred, and may therefore have been less conversag It is 
of unassailable authority. Thirdly, the prime cause of medical hn his senior with other relevant facts correctly stated therein, covery 
progress is research (I call to mind radium, radiography, In so far as my letter involved any reference to himself or extracts 
sulphonamides, penicillin), which calls for hard unspectacular °° his laboratory, I submitted it to Prof. Crew for his approval, the img 
exertions, and instead of back-room research we are offered fF @ reason stated below, the fact that Dr. Zwarenstein does} 939 _y 
the brilliant footlights of mere reorganization. not now recall the several conversations in which I acquainted} | ore fu 

I am not impressed by the benefits which it is claimed would im with pregnancy urine tests carried out in my own labor-f ine wh 
accrue from the proposed scheme, such as security for young ‘FY by Bellerby has little bearing on the issue raised in my} 4. Ho 

letter. In any case Dr. Zwarenstein was in and out of my 


doctors who never asked for it, an equal deal for all classes, 
abolition of alleged exploitation, rotas, holidays, closer col- 
laboration of doctors, etc. These benefits have been strewn 
riotously all up the garden path to obscure the fundamental 
philosophy of the Act, which is, for better or for worse, the 
annihilation of the doctor’s independence.—I am, etc., 


laboratory for some months while the tests were still in progress) U™*" 
and could scarcely fail to be aware of what was going on. **T 
I do not think that the alleged independence of the work 
Zwarenstein continued at my instigation and with my encour- 
agement after I left South Africa is an issue which would have 
occasioned dispute if the South African Press had not boosted SiR.- 
Leeds. LIONEL SUMMERFIELD. the use of Xenopus for pregnancy diagnosis as an indigenous) iq the j 
South African discovery. This was why a former Capetown welfare 
Sirn—So much has been written in your columns concern- colleague, prompted by its local publicity and a forgivable milk fe 
ing the National Health Service and the plebiscite that one zeal for the credit of South African science, brought it before a chem 
would have thought the profession must be familiar now with the attention of readers of this Journal (1939, 1, 1258). Tha book 
most aspects of these matters. Nevertheless, it appears to me he then had the last word was the outcome of a personal letterp sj.o ‘if 
to be necessary to answer three of the letters in last week’s in which he admitted intervening without full knowledge of on the 
British Medical Journal. the facts and expressed the hope that I should be satisfied with} =~ whi) 
Dr. H. B. O. Cardew (Dec. 7, p. 873).—It is a favourite a face-saving gesture on his part. I did not care to embarras§ ayowar 
saying, but quite incorrect, that there is a clear mandate from a friend by protracting the controversy to comment on one} jactatio 
the electorate to pass this particular National Health Service remark which is of special relevance to the dispute. Since} jor ind 
Act. There is a mandate for a National Health Service, and circumstances have changed, I can now do so. has sof 
with that everybody agrees. The details of the present Act My discovery of ovulation induced by anterior lobe extracts ately. U 
were not published to the electorate before the general elec- with gonadotrophic activity was an unforeseen by-product of pints of 
tion. In order to produce an efficient service it is not necessary work on chromatic behaviour suggesting the possible identity] | pave 
to hedge the doctors about with a hundred and one distasteful of the w-substance of Hogben and Slome with the gonado- bought 
conditions. trophic hormone, hence also its equivalence to the gonado-f cakes— 
Dr. Lennox Johnston (p. 874).—There is no moral obligation trophic autacoid in the urine of pregnant women. If this View] the mii 
as citizens to co-operate in putting into effect Acts passed with- were correct the latter would evoke both ovulation and thef = Nari 
out taking into account the views of those most closely con- white background reaction, either of which would then serve? fyoq oj 
cerned. The suggestion that the profession should take its as an indication of its presence in urine. If it were (as it iS) ment t 
“medicine” in a sporting spirit reminds one of the first whiff incorrect the gonadotrophic component of urine from pregnant} pabjes, 
-of the anaesthetic—* Now, now, this isn’t going to hurt a bit.’ subjects should evoke ovulation without evoking the whitef ine pre 
Dr. B. Halley Stewart (p. 874).—The Act is law, and the background reaction. obtain 
Minister himself has no power to alter it or negotiate about Prof. Gunn's final pronouncement (British Medical Journal.) foods y 
anything that is specifically contained in the Act. Your corre- 1939, 2, 580), after correcting statements made in all good faith 


spondent assumes that the deputation would tell the Minister in his earlier one, includes the following: Semin 
in unmistakable terms what it thinks of the Act. The Minister “Prof. Hogben refers to pregnancy tests which, on leaving} sip - 
can have only one reply—to show them the door. Capetown, he had entrusted to Drs. Ariel Goldberg and David) ygopoy 


I should like to add that I consider myself as without undue Slome. I am informed by Dr. Goldberg and by Dr. Zwarenstein,) 10. 4, 
bias and sympathize with some of the aims of the present who actively assisted in these experiments [italics inserted], that 8 


Government. Nevertheless the actual methods whereby they "umerous tests were carried out during January and February, 1931, vod 
are putting these aims into practice has placed a severe strain im the physiology department. The observations were made, however, ve 
on one’s good will—I am, etc not on ovulation in Xenopus but on colour changes in the skin. I belie’ 


rc : That Prof. Gunn made in all good faith the last remark here 
en sadepennae printed in italics [inserted] is beyond question, since he freely i ae 
admitted that he had no first-hand knowledge of the —_ the ber 
stances attendant on the discovery that Xenopus ovulates overtly 
The Act and Ophthalmic Treatment in response to the gonadotrophic hormone. Seemingly neither 
Sir,—Ophthalmologists have good reason to feel disturbed Dr. Goldberg nor Dr. Zwarenstein disclosed the fact that they hs ones 
by the letter from Dr. Leslie Hartley concerning the Act and never reported the results of such tests for my comment. If pciorit 
ophthalmic treatment (Dec. 7, p. 873). There is a real danger this was because their samples failed to evoke ovulation as well dior . 
inherent in unbalanced planning as exemplified in the constitu- as to evoke the more delayed full w-response, the so-called 
tion of key hospitals. No case has been made out that the captivity effect (i.e., defective care of the test animal) furnishes fer ext 
patient is to benefit, and scant tribute is paid to the many a sufficient explanation of their failure. Seemingly the outcom: certifi 
ophthalmic surgeons who have been performing really good convinced Dr. Zwarenstein that Xenopus does not respond by 
work at the periphery. ovulation to pregnancy urine. What is clear is: (a) that he did denesle 
Planners—and medical planners are no exception—are not resume experiments on the effect of the latter until he had would 
notorious in their portrayal of the perfect State which will disclosed his belief that Xenopus undergoes ovarian retfo 
evolve as the result of their efforts, but we should not let this gression in captivity, and then by recourse to freshly caugh! Langp 
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oads; (b) the publication of the belief stated—one that he 
ont explicitly withdrawn—necessarily delayed publication 
of parallel tests in my London laboratory.—I am, etc., 


University of Birmingham. LANCELOT HOGBEN. 
sin—I deeply regret the tone of the letter from Drs. H. A. 
Shapiro and H. Zwarenstein (Nov. 16, p. 752). Since 1930 1 
have been very closely associated with Prof. Hogben and 
colleagues in work on Xenopus laevis and well recall Dr. 
Zwarenstein’s sojourn in London when Dr. Bellerby and 
myself were engaged on the work concerning husbandry 
and technique which was necessary before Xenopus could be 
introduced as a reliable test animal for general use. 
It is beyond question that the test arose from Hogben’s dis- 
covery in 1929 that Xenopus ovulates in response to pituitary 
extracts. Under Hogben’s leadership a thorough exploration of 
the implications of this discovery took place between 1930 and 
1939, when the general applicability and reliability of the test 
were fully established. Prof. Crew, himself entirely familiar with 
the whole of the research in this field, very properly termed it 
the Hogben test.—I am, etc., 
University of Aberdeen. 


** This correspondence is now closed.—Eb., B.M_J. 


F. W. LANDGREBE. 


Milk Priorities 


Sin—The medical profession have been asked to co-operate 
in the fairer distribution of milk supplies. In my work at infant 
welfare centres I have been struck by the fact that proprietary 
milk foods are not on the milk ration and can be bought at 
a chemist’s or welfare centre on presentation of a baby’s ration 
book. The mother of a baby entirely fed on such a food can 
also, if she wishes, get one pint (568 ml.) of liquid milk daily 
on the baby’s ration book and one pint on her own. 

While it might be admitted that this mother needed an extra 
allowance to make up for the extra strain of pregnancy and 
lactation, it can hardly be necessary for her to have two pints, 
nor indeed one pint, for longer than a month or so unless she 
has some other condition which will qualify her for it separ- 
ately. Under present arrangements a family may get two extra 
pints of milk daily where the baby is fed on a proprietary food. 
| have also known cases where a proprietary food has been 
bought ostensibly for the baby but actually used for making 
cakes—a thing which would not happen if the former were on 
the milk ration. 

National Dried Milk, on the other hand, is supplied by the 
food office instead of liquid milk. | suggest that this arrange- 


.ment be extended to all dried milks specially prepared for 


babies. It should not be difficult to issue cards in place of 
the present rationing slips, which could be used anywhere to 
obtain these foods. Such a scheme need not, of course, include 
foods which are added to liquid milk.—I am, etc., 


Birmingham. ELeanor M. Sawpon. 

Sik,—Surely in this question of milk certificates Dr. J. G. 
McDowell (Nov. 30, p. 834) is flogging the wrong horse. We 
have got to face the unpleasant fact that there is not enough 
milk being produced (in spite of the remarkable efforts of dairy 
farmers in the face of negligible imports of cattle food, which, 
| believe, is linked with the world shortage of fats) to supply 
the increased demand of the population. Dr. McDowell, as a 
preventive medicine specialist, can judge better than most of 
us whether or not it is wise to stint the general population for 
the benefit of invalids. 

Incidentally, did the Minister of Food slander the medical 
practitioner? From what I remember of the report of his speech 
he merely made a statement of fact—that the milk going to 
priority consumers had risen about 50% in 18 months, and in 
view of the shortage of milk he asked doctors to review their 
milk certificates and place a stricter criterion on the necessity 
for extra milk. And, Heaven knows, it is easy enough to give 
certificates under II (a) or (c) for the majority of one’s patients 
without putting too great a strain on—I was going to say one’s 
conscience—but perhaps one’s interpretation of the regulations 
would be better.—I am, etc., 


Langport. M. J. INGRAM. 


Milk and Medicine 


Sirk,—Any doctor with a busy practice who has an inclina- 
tion towards the State control of medicine should ponder over 
the recent dictatorial action of the Food Minister in cancelling 
all milk permits on Nov. 30. The result has been that for the 
last week I, like most G.P.s. have been inundated with applica- 
tions for renewal of milk certificates, with all the consequent 
waste of time this entails. 

Medicine is rapidly deteriorating into form filling—a grim 
warning of things to come unless we decide to unite and fight 
against control from doctrinaire politicians.—I am, etc., 


Croydon. GLYN JAMEs. 


Dicoumarol for Coronary Thrombosis 


Sir,—In “ Any Questions? ” (Dec. 7, p. 882) there is a note 
on dicoumarol for coronary thrombosis. The advice given is 
“ .. . 300 mg. dicoumarol are administered orally in one 
dose. This dose is repeated daily until the prothrombin time 
is 30 seconds. Doses of 100 or 200 mg. are given daily when 
the prothrombin time is between 30 and 35 seconds: above 
this level the dosage should be discontinued owing to the 
risk of haemorrhage.” 

The prothrombin time after a dose of 300 mg. dicoumarol 
does not begin to alter for 48 to 72 hours; it is possible to 
seriously overdose a patient by giving 300 mg. daily until the 
prothrombin time increases to 30 seconds. A much safer pro- 
cedure would be to give 300 mg. daily for two days then stop 
altogether ; it will be found that the prothrombin time will 
begin to rise about two days after the second dose and will 
continue to rise for three or four days, then will gradually 
decline, the base-line of prothrombin time being reached in 
approximately ten days after the first 300 mg. dose. When, by 
daily prothrombin time estimations, which are essential, it is 
found that the maximum time has been reached and the “ days 
are shortening,” a further small dose of dicoumarol may be 
given. Often 50 mg. is enough to increase the prothrombin 
time to the maximum after 24 hours; the patient at this stage 
reacts much more quickly. Still being guided by a daily pro- 
thrombin time estimation, further single doses of 50 mg. or 
100 mg. may be given at irregular intervals; at this stage 
a daily dose is seldom necessary. 

If for some reason the course of dicoumarol is stopped for 
some weeks or months, and then ft is desired to resume it again, 
dosage must be very cautious. The patient may react rather 
violently and with unusual rapidity to doses as small as 50 mg. 
—probably 25 mg. is safer. It is true that little has been written 
on this subject in England, but the drug is being used and is 
very effective and only dangerous when the rather marked 
time lag between dose and effect is neglected or prothrombin 
times are not used as a guide. It is necessary to standardize 
the technique for prothrombin estimations and not to vary the 
method as results are all relative-—I am, etc., 


Epping. FRANK MARSH. 


Colonial Medical Service 


Sir,—In my early years in West Africa I encouraged qualified 
friends, who had thoughts of going abroad, to join this Service, 
of which I am still a member. Recently I have been a less 
active propagandist. This month a report by a Commission on 
the Civil Services in West Africa has been published. /f its 
recommendations regarding salary and service conditions for 
medical officers are accepted, and if the implications of these 
conditions are made known to intending recruits, I doubt if 
any sensible young medicals will sign on the dotted line. 

Before the 1935 reorganization of service conditions admini- 
strative and most technical officers began at £400 or £450 per 
annum, and rose to either £920 or £960 per annum plus a non- 
pensionable seniority allowance of £72. The medical officer 
began at £660, reached £960 plus £72 in ten years, and, after 
a three years’ halt, went on to receive £1,150 plus £100 at 
seventeen years. In 1935 the maximum of ali these salary 
scales was consolidated at £1,000. The medical officer, apart. 
from dropping £250 on his maximum, was now to do three 
years’ probation without an increment and to take thirteen 
years to reach £1,000. From his third year onwards his salary 
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was £132 less than that of his predecessors in the correspond- 
ing year of their service. Further, private practice, formerly 
a right, now became a privilege, and pensions were very much 
reduced. Officers then in the Service fought these new condi- 
tions and managed to force the Colonial Office to raise the 
medical officer's maximum to £1,200. With the addition of 
private practice, which, with luck, can average many hundreds 
a year, this was fairly reasonable at the time. The value of 
private practice can be gauged from the fact that Governments, 
never generous, offered to health officers and others an allow- 
ance that averaged over £130 per annum in lieu of such prac- 
tice. Health officers accepted this allowance, although it was 
much less than the average private practice, because their 
opportunities for promotion to executive posts, with consider- 
ably higher salaries and pensions, were much better. 

Since 1940 the cost of living has risen enormously in West 
Africa, even more than in Britain. No relief was given to 
European staff until 1944, when quite inadequate allowances 
were given to junior officers only. On the other hand junior 
African staff was granted higher salary scales, and all African 
staff was given a cost-of-living allowance which in some cases 
is as high as 75%. 

Early this year the Commission was appointed to report on 
salaries, etc. In the opening paragraphs of its report the Com- 
mission remarks that many of the officers giving evidence were 
suffering from strain and ill-health directly due to war condi- 
tions, and that many were very pressed for money. Later para- 
graphs refer to the effect on salaries of supply and demand, 
of wage levels and conditions of employment in Britain, of 
the responsibilities attached to different posts, and, with special 
reference to doctors, of the shortage of professional men in 
the Empire. The report then goes on to recommend increases 
for all grades, African and European, with the solitary excep- 
tion of new European medical officers who join after the 
recommendations take effect. 

For administrative and other officers initial salaries are to 
be raised to £510, and the maximum to £1,200. Medical officers 
at present in the Service, whose salaries range from £660 to 
£1,200, are to have from £880 to £1,400. But a medical officer 
who joins next year will begin, according to his postgraduate 
experience, at a salary of between £680 and £860; his maxi- 
mum is to be £1,200, the same as at present. The £880-£1,400 
scale is obviously in the nature of a bribe to keep the present 
incumbents reasonably happy. It seems fair to assume that 
the members of the Commission thought that the laws of 
supply and demand, U.K. wage !evels, and professional 
responsibilities must not operate in the case of medical men; 
yet they must have known of the existing recruiting difficul- 
ties. It should be noted that the medical officer's maximum 
of £1,200 per annum is composed of £900 “ basic” pay plus 
£300 “expatriation  pay—an indication that the Commission 
considers the income of the medical man in Britain, at age 36 
to 40, to be £900 per annum. 

Another recommendation is that private practice be abolished. 
Members of the Service suggested this themselves, and most 
will accept it, provided adequate compensation is granted. The 
Commission suggests £100 per annum additional pensionable 
emolument. This will appeal neither to the man who has 
habitually made five to ten times that amount nor. to the 
health officer who is no longer to have the monopoly of high 
executive posts. 

So far I have considered medical officers’ salaries. The senior 
medical officer, who now usually has lucrative private practice, 
is to jump from £1,400 per annum to £1,435; all other depart- 
mental officers now on £1,400 will quietly proceed to £1,600. 
The senior medical officer may get £100 in lieu of his private 
work ; on the other hand he may be regarded as an executive 
officer and have no such compensation. We will then have 
the anomaly of a medical officer on £1,400 plus £100 being 
asked to accept promotion to £1,435 only. A similar anomaly 
existed for years on the health side ; medical officers of health 
on a total income of £1,350 had to accept £1,200 on promotion. 

These recommendations, together with the 1935 attempt to 
reduce medical officers’ salaries, reflect Colonial Office policy, 
which seems to be that professional and technical men in the 

Colonies must not receive higher salaries than administrative 
officers. It is recognized that the latter have, in Britain, much 
poorer prospects than medical or veterinary men, possibly even 


poorer than agriculture and forestry graduates. The Commis. 
sion’s recommendation for large salary increases for junior 
African staff and for greatly increased African pensions will 
result in inflation and high taxation, which wil! nullify the 
£150-£200 per annum increases given to most Europeans, 
much more will they affect the medical officer who is to have 
no real increase? 

I think, Sir, that it should be made known to Prospective 
recruits that these proposals, if implemented, will give them 
no higher income than under present conditions and will almog 
certainly lower their standards of living. Should the recom. 
mendations be accepted, | have no doubt that you will te 
asked by members of the B.M.A. in West Africa to refuse to 
publish the Colonial Office advertisements in so far as they 
refer to West Africa.—l am, etc., 

WEstT Arrica, 


Medical Future of the Colonies 


Sir,— With reference to the letter by “Still Another Wes 
Coaster” (July 13, p. 64), | would like to emphasize a few 
points. The excessive amount of office work entails handing 
over a large proportion of patients to a dispenser whose 
diagnoses are not worth the paper written on; returns of dis- 
eases are thus rendered almost valueless. The public do not 
pay a medical officer in the neighbourhood of £1,000 per annum 
to waste time doing office work within the compass of an intel- 
ligent child of twelve. Government should entrust such work 
almost entirely to African subordinates and make them pay the 
penalties of any dereliction of duty. To save a few pounds 
Government are prepared to sacrifice an incalculable sum in 
medical efficiency. The loss of clinical education thus caused 
must react on a medical officer, and after a dozen years or 
so, when he should be a very competent tropical practitioner, 
he is fortunate if he is no worse than when he first arrived 
in the country. This loss of clinical knowledge is bad enough 
for the medical officer, but who can gauge the possible loss 
to humanity ? 

The health department is grossly understaffed, so that a large 
proportion of its work descends on the already well-loaded 
back of the medical officer. Sanitation is of immense impor- 
tance, but medical officers still have their thousands of sick 
and maimed who are not prepared to wait for a sanitary 
millennium. It seems to be ingrained in the minds of adminis- 
trators that volume of correspondence and efficiency go hand 
in hand. But the hall-mark of efficiency is to ensure that a 
minimum of hindrance is offered to the practical side. Adminis- 
trators have their difficulties, not the least of which is lack of 
funds. But Governments must be plainly told that if they want 
an efficient medical service, then they must pay for it. Medical 
administrators, practically always drawn from the health 
department, are not enough in contact with a medical officer's 
work to appreciate his difficulties. It would be better if they 
consulted with him more and became better acquainted with 
the practical side of medicine. Medical officers, in addition, 
have no means of collective consultation: we seldom see each 
other. 

I wish to emphasize that I am not a disgruntled officer and 
am fully satisfied with my treatment both by Government and 
my department, and these few candid criticisms are offered 
solely in the hope that they may contribute to the advancement 
of the Service.—I am, etc., 

“West Coast M.O.” 


Anaesthetic Inhibition of Transfusion Reaction 


Sin,—On reading the letter from Dr. P. H. Moore (Sept. 7, 
p. 340) I recalled a cas: which came to my notice several years 
ago which seems to bear out the idea that anaesthesia will 
often control severe reactions, allergic or otherwise. The case 
was that of a young man suffering from a severe septicaemia 
who was given several blood transfusions. After one of them 
he developed a reaction which threatened to be fatal. Cyclo- 
propane was administered, and his condition returned to what 
it had been before the transfusion. Immediately after dis- 
continuing the anaesthetic the reaction returned in all its 
former severity, and the procedure had to be repeated several 
times before the danger was over.—I am, etc., 

Montreal. I. J. Parton. 
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Generalized Vaccinia 


Sir, —In view of the rarity of the above condition it occurred 
to me that a brief account of a typical case might be of value. 
A girl aged 18 was unsuccessfully vaccinated in infancy. As a 
preliminary to entering the nursing profession she was required 
to be vaccinated or revaccinated. This operation was duly per- 
formed on Nov. 16 with a single insertion of fresh lymph. 

On Nov. 20 the dry dressing was changed, and at that time 
there was a typical clean vesicle of about 1/2 in. (1.25 cm.) 
diameter without any surrounding inflammation whatever. Two 
days later the girl complained of vague abdominal pains, and 
she was treated with aperients; but the arm commenced to 
sain, and ached continuously. By Nov. 24 temperature started 
io rise, and an axillary gland became enlarged. The tempera- 
wre was 100.6° F. (38.1° C.) and the patient felt definitely ill. 
Aspirin 10 gr. (0.65 g.) given at night caused a rapid fall of 
iemperature accompanied by profuse sweating and prostration 
in the small hours of the next morning. On Nov. 25 the 
iemperature rose again to 102° F. (38.9°C.); this day papules 
were observed on the back and shoulders, one small one on 
the abdomen. From a crop of 6 or 8 the number increased 
on the following days until there were 30 or 40. Many.of these 
papules became vesicles and a few pustules, but all with an 
indefinite abortive appearance. 

Having seen many cases of chicken-pox and smallpox I can 
state with some confidence that these spots were like neither 
those of chicken-pox nor of smallpox; this because each 
papule did not change into a true vesicle nor vesicle to 
pustule, but aborted in an indeterminable condition—i.e., 
papulo-vesicle and vesicle-pustule. There was one papule at 
the back of the ear and another on the forehead. 

Meanwhile the vaccination remained perfectly clean and 
uninfected, though the vesicle enlarged to 1 in. (2.5 cm.) in 
diameter. On the night of Nov. 25-26 the temperature, which 
by the latter day was 103.6° F. (39.8° C.), was again brought 
down, with sweating and prostration. But on the 27th the 
temperature fell to 99° F. (37.2° C.) and was normal next day. 
The axillary gland subsided and spots commenced to disappear. 

On Nov. 26, when the temperature was at its highest point, 
the patient complained of a headache which caused me some 
perturbation in view of certain sequelae of vaccination of 
many years ago. But reflexes were normal, though the head- 
ache was severe enough to cause photophobia. The girl was 
languid and listless, and remained so until Nov. 27, when her 
whole appearance changed from dullness and lethargy to alert- 
ness and normality. She was allowed up on the 30th, but is 
still without appetite and looks very pulled down, as if she 
had had a long illness.—I am, etc.., 

Guildford. F. A. BeELAM. 


The Cough Syrup 

Si—Dr. Eldon M. Boyd's paper on “The Cough Syrup ” 
(Nov. 16, p. 735) raises once again the question of the effec- 
tiveness of “ expectorant ” drugs commonly prescribed by the 
medical practitioner. Disregarding for the moment the sub- 
ject of the value of faucial demulcents in chronic bronchitis, 
| should like to draw attention to Dr. Boyd’s statement 
“... expectorant drugs added to the syrup. . . increase 
the output of respiratory tract fluid... .” It is important to 
realize that the author’s evidence for this assertion is based 
upon experiments performed on “lightly anaesthetized or 
decerebrate animals.” Dr. Boyd has published a series of 
Papers on this subject in recent years, but to examine the 
warrant for his conclusions, which are so important to the 
practising doctor, it will perhaps suffice to quote only one of 
his publications. 

Perry and Boyd (1941) demonstrated an increase in the 
respiratory tract fluid of animals when the doses of the 
expectorant drugs were as follows: powdered ipecacuanha B.P. 
1 g. per kg. of body weight: thymol 1 g. per kg. of body 
Weight; ammonium carbonate 0.5 g. per kg. of body weight. 
It will be seen therefore that a rabbit weighing 2.5 kg. re- 
ceived about 40 gr. of powdered ipecacuanha or 20 gr. of 
ammonium carbonate. Such quantities would cause immedi- 
al€ vomiting if they were administered to a normal man. 
Furthermore, if allowance is made for the small size of the 


stomach in the rabbit and cat compared with the stomach of 
a man, it is obvious that an extraordinarily high concentration 
of the drugs must have been produced in the fasting stomachs 
of these animals. Rodents, including the rabbit, are of course 
peculiar in that they cannot vomit even when fully conscious. 
It would, however, be interesting to witness the behaviour of 
a normal cat (neither lightly anaesthetized nor decerebrate) on 
receiving 40 gr. (2.5 g.) of powdered ipecacuanha on an empty 
stomach. Adopting the author’s weight basis of dosage, it is 
also instructive to note that for a man weighing 70 kg. the 
corresponding amount would be about 1,200 gr. (75 g.), or six 
hundred times the official maximum expectorant dose. Dr. Boyd 
himself, in his recent paper, points out that the dose of syrup 
of squill B.P. which failed to produce an increase in respiratory 
tract fluid was equivalent to a draught of one quart (1,140 ml.) 
for a man of average weight. 

Now, Sir, it is not denied that ipecacuanha, ammonium 
chloride, ammonium carbonate, and other “reflex expector- 
ants” can affect the respiratory tract in man if they are given 


_in emetic doses. A simple clinical demonstration is provided by 


giving a tablespoonful (14 ml.) of ipecacuanha wine to a child 
with non-diphtheritic croupy bronchitis. Not only does he vomit 


but he also coughs up a large amount of mucus, thereby effect- 


ing demonstrable changes in the physical signs in his lungs and 
obtaining a considerable measure of relief from his respiratory 
distress. It is remarkable that pharmacologists working on 
laboratory animals should have found it necessary to devise 
experiments to instruct us on this matter; and it is indeed 
ironical that the chief conclusion to be drawn from their pains- 
taking work is that the animals selected are much less suitable 
for the purpose than man himself. 

A few years ago I published (1939, 1940, 1941) a series of 
papets on the action of potassium iodide and the common 
“reflex expectorants" on the output of sputum in patients 
suffering from chronic bronchitis. No significant effect could 
be demonstrated grom the administration of sub-emetic doses 
of ipecacuanha, ammonium chloride, ammonium carbonate, or 
the iodides. In the light of my observations on the validity of 
observations carried out on laboratory animals, it will be sur- 
mised that I am bound to accept any conclusions from such 
work with the greatest reserve. Nevertheless, it is noteworthy 
that Perry and Boyd (1941) record an attempt to make their 
dosages comparable with those with which we are familiar in 
clinical practice and state: “Using a dose of ammonium 
chloride corresponding on a body-weight basis to that of 
Alstead, we also could detect no increased output of respira- 
tory tract fluid.” 

I am not in a position to state categorically that sub-emetic 
doses of “reflex expectorants™ have no action whatever in 
chronic bronchitis, but I am convinced that they do not increase 
the output of sputum. Those who make other claims for these 
drugs as commonly prescribed may reasonably be asked to 
produce evidence for their opinions. Finally, it seems to me 
that an unfounded belief in the value of “ expectorants” has 
had the unfortunate result of distracting attention from other 
and more valuable measures in the general management and 
drug therapy of this incurable disease.—I am, ete., 

Glasgow. STANLEY ALSTEAD. 
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Air-borne Infection 


Sir,—Your leading article on the control of air-borne infec- 
tion (Nov. 30, p. 820) repeats the statement made a few days 
previously to the Royal Society of Medicine that it is more 
difficult to supply clean, safe air than to supply clean, safe 
milk or water. May I suggest, with great respect if rather 
bluntly, first, that the statement is not true. There is no build- 
ing in the country that is not surrounded by an unlimited 
supply of safe, clean air which can be obtained by opening the 
window ; but there is none at all where clean water or milk 
can be obtained so easily. Secondly, I would suggest that what 
the Section of Epidemiology really meant was that it is much 
more difficult to supply disinfected air than to supply dis- 
infected water or milk. 
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One of the most important problems of the age in hygiene 
is the cinema. The hygienic objection to the cinema is not the 
poison or even the rubbish that is so often shown on the screen 
but the poisonous stench in the auditorium in so many cases. 
Such foul air cannot conceivably be healthy, and it is as cer- 
tain as anything can be that it spreads disease. It seems to me 
to be of no more than academic interest whether the disease is 
spread in this instance by bacteria or viruses, or by whatever 
it may be that makes the air stink. The difficulties of disinfect- 
ing the air in cinemas are obviously overwhelming, and even 
if it could be done there would still be the difficulty of removing 
the poisons and the smell. It would be very much easier to 
remove the foul air and replace it from the unlimited supply 
of safe, clean air outside. Air-conditioning schemes all break 
down because the designers will persist in trying to do too 
much ; they try to improve on the perfectly safe, clean fresh 
air outside the building. All that is required is fresh air and 
reasonable warmth.—I am, etc., 


Wetherby. R. L. KitcHina. 


Juvenile Delinquency 


Sik,—On Nov. 16 at the Inter-Clinic Conference held in 
London papers were read by Miss Hamilton and Miss Clare 
Britton which summarized their experiences in the manage- 
ment of hostels for difficult children, and the suggestions which 
they made were both provocative and of extreme value. The 
concern which is generally felt throughout the country over 
the present rate of delinquency, particularly among the young, 
and the measures about to be debated in the House on this 
matter make it, I feel, essential that due regard shall be pail 
to the full implications of any “ institutional treatment * which 
may be considered. 

To some of us who are intimately concerned with the in- 
vestigation of delinquency it is already apparent that gross 
personality deviation is not infrequently accompanied by 
cerebral cortical disturbance of varying détree. In a paper 
read before the Electro-encephalographic Society I indicated 
that of a group of 63 cases referred for examination from 
courts of summary jurisdiction 36.5°; on complete investiga- 
tion might properly be considered to suffer from epilepsy or 
“epileptic equivalents.” During the discussion which followed 
this paper other members of the meeting were apparently even 
more prepared than I to accept this view. In another paper 
read before the Royal Medico-Psychological Association I 
quoted Prof. D. K. Henderson when he asked in the case of 
psychopathic personalities for “an indeterminate sentence, dis- 
charge depending not upon the expiration of time but upon the 
proper establishment of adequate social patterns.” 

Since it may come about that the value of treatment in a 
controlled environment for the delinquent child and the persis- 
tent offender may be recognized, may I perhaps emphasize that 
the composition of the “controlled environment” will be of 
the very greatest importance. In no single respect will this be 
more so than in the selection of the permanent resident staff— 
i.e., masters, matrons, etc. However we may look at it, the 
environment is of itself of considerable therapeutic importance. 
To those who may be charged with the duty of providing such 
institutions this single factor may well prove to be a major 
difficulty. May we hope, Sir, that the experience which some 
of us have gained during these latter years may be available 
and utilized by administrators, and in particular that the 
experience of workers such as Miss Hamilton and Miss Britton 
may not be overlooked.—I am, etc., 


Taunton. R. Sessions Hopce. 


“Benadryl” and Exudative Pulmonary Tuberculosis 


Sirn,—As I have no opportunity (being in the Service) of 
dealing with cases of tuberculosis, I should like to put for- 
ward a suggestion to be tried by others who are dealing with 
the problem of the chemotherapy of pulmonary tuberculosis. 

In view of the known activity of “ benadryl” (8-dimethyl- 
aminoethyl benzhydryl ether hydrochloride) in blocking various 
types of antigen-antibody reactions, I think it would be of 
interest to know what effect, if any, “benadryl” has on an 
early exudative pulmonary focus. If there was a response to 
this “anti-allergic” agent, in that it removed the reactive 
oedema of the pulmonary lesion, then perhaps it is reason- 


able to assume that the vascular supply and drainage of the 
affected area would be improved, and the access of chemo. 
therapeutic remedies to the lesion facilitated, with removal 
well of variotis catabolic substances. This effect could . 
followed by repeated x-ray examinations. I would assume 
too, that the drug could be administered in order to be abj, 
to assess correctly the real extent of the damaged pulmona 
tissue after all the surrounding oedema had been removal” 

1 do not wish to suggest, of course, that “ benadryl ” ved 
any influence whatsoever upon the course or treatment of 
pulmonary tuberculosis, but only that it may have some 
possible use as an adjunct in its investigation and treatment 
The idea outlined should not be lightheartedly dismissed, sings 
there may be an element of value in it; and, accordingly, it 
should at least be put to trial before becoming just one More 
addition to the vast heap of antiquated empirical remedies for 
tuberculosis.—I am, etc., 


LEON RADCLyerr, 


York. Lieut., R.A.M.C, 


Antimalarial Drugs 


Sir,—I have read with interest Dr. Ryan MacMahon’s reply 
(Nov. 30, p. 844) to Dr. Hamilton's letter. There are two 
important factors which must be taken into consideration 
when evaluating antimalarial drugs: (1) the strain of species, 
and (2) the degree of immunity of the patient, whether natural 
or acquired. 

It has been proved beyond all doubt that there are geo- 
graphical strains within a species, and they vary in clinical 
virulence. For example, the amount of quinine required to 
control attacks of Rome and Sardinian strains of malignant 
tertian malaria was found to be eight times as much as was 
necessary to control attacks caused by two Indian strains, two 
from West Africa, one from Tanganyika, and two from 
Rumania. These studies were made on primary cases which 
had not previously suffered from malaria. The following table 
may be of interest. 


| Total of 


Average 


ote Total of Average per 
| Quinine, in Quinine,in Caseduring, per Case 
| gr. (and g.) gr. (and g.) | Primary | during Whole 
| during a during the Attack, Course, 
Primary Whole of the in in 
Attack Course | gr. (and g.)| gr. (and g.) 
Indian and other 772 (50-2) 2,233 (145-1) | 40 (26) | 117(76) 
| 


strains. No. of 
cases treated: 19 
Rome and Sar- | 
dinian _ strains. | 
No. of cases | 


treated: 13 | 


4,343 (282-4) | 21,894 (1423-1) | 335 (21-8) | 1,680 (109-2) 


This does not mean that there are no tropical strains which | 


are as virulent as the Rome and Sardinian strains, but it does 
show that there are degrees of virulence and resistance to some 
antimalarial drugs within strains of the same species of plas- 


modia. Also the amount of antimalarial drugs necessary to ft 
cure a primary attack is much more than is necessary to cure 
relapses or reinfections by the same strain of parasite. This 
is especially so if the patient has had several days of fever 
in a primary attack before treatment is given. Successive 
relapses usually respond to smaller quantities of antimalarial 
drugs than does the primary attack—due, one imagines, to the 
increase of acquired immunity built up as the result of previous 
attacks. This may be the reason why some people believe that | 
drugs, especially synthetic drugs such as mepacrine, vary in 


their efficacy. 


Any who are interested may like to look up an article on 
this subject in the Proceedings of the Royal Society of Medicine 
(June, 1932), “A study of induced malignant tertian malaria,” 


by James, Nicol, and Shute.—I am, etc., 
P. G. SHUTE, 
Assistont 
Ministry of Health. 


The Report of the Standing Committee on the Rehabilitation and 
Resettlement of Disabled Persons has recently been publish 
(H.M. Stationery Office, price 4d.). Measures required to deal with 
cases of heart disease, tuberculosis, deafness, and psychoneurosis, 
and the facilities available for vocational training and industrial 
rehabilitation, are described. There is a classificatory table of dis 
abled persons registered on Aug. 19, 1946. 
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WILLIAM J. COLLINS, K.C.V.O., M.D., F.R.C.S. 


Former Vice-Chancellor of London University, 
Consulting Surgeon, Royal Eye Hospital 


» regret to announce the death of Sir William J, Collins on 
12. at his home at Regent’s Park. Some men fail to reach 
pected of them because they lack one talent short 
ed, since ften, but others just miss the glittering prizes because nature 
lingly, it « been too prodigal in their endowment. Nowadays if 
ne more Bssnardo da Vinci returned he might find it advisable to be 
“dies for Biser a painter or an engineer, one or the other. Sir William 

Jlins had such exceptional gifts that they might have carried 
im to a supreme position in almost anything he undertook— 
n law, medicine, politics, university administration, municipal 
overnment. He took his M.D. when he was only twenty-three, 
‘nd his F.R.C.S. when he was twenty-five. : He was a senator 
nf his university within eight years of leaving it as a student. 
e was chairman of the London County Council before he 
out of his thirties. The promise was so abundant, yet 
smehow the harvest, while plentiful in diverse achievement, 
id not quite fulfil the expectations of those who had watched 


he splendid ripening of his gifts. 
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re geo- | When William Job Collins was a student at St. Bartholomew's 
Clinical §p the ‘efghties he was thought to be heading for great eminence 
tired to Jp surgery, but actually he reached no higher than a moderate 
alignant position in ophthalmology. When he entered Parliament after 


as was 
ins, two 
0 from 
which 
1g table 


© unsuccessful attempts, one of them as candidate for his 
n University of London, having behind him already a note- 
orthy career in local government and in front of him the 
plendid reign of power of his (Liberal) party following the 
ral Election of 1906, many people centred great hopes 
round the new Member for West St. Pancras. They saw in 
im a possible future Prime Minister—the first medical man 
o hold the supreme position in the Government of this country. 


AR But he never received even minor Government office and spent 

meres, pily five years in the House of Commons, and one year more 

_ ta later period when he was returned for Derby at the end 

= fthe war of 1914-18. He made no shining success in politics 

'(76) [perhaps he was too high-minded to be a successful politician. 
¢ once declared after his five years in Parliament that the 

) (1092) Imedical profession was suspect in the House of Commons, 
here the prevailing feeling was that the profession was “ out 
or fees.” 

There may have been something in his make-up—perhaps 
which the Huguenot strain (he was a member of the Huguenot family 
it does @f Garnault) which made lesser people feel inferior and there- 
0 some jfore antagonistic. Or another explanation of the enigma of 
f plas- William Job Collins may be that his qualities were suited for 
ary tothe chair rather than for the Bench, even the Front Bench. 
to cure fHe was a chairman sent from heaven. He had all the qualities 
». This @ chairman ought to have—aurbanity, firmness, grasp of detail, 
F fever an eye to the main issue, the ability to come to the point and 
cessive Pring others there, and again and always urbanity. His first 
alarial Great experience of the chair was in the London County Council 
to the Nn 1897. A few years later he was chairman of the London 
‘evious Education Committee. He presided over the Sanitary Inspectors 
ve that "Association, over the Chadwick Trust, over the Central Coun- 
ary in il for District Nursing, over the Medico-Legal Society, over 

tumerable bodies having an educational and reforming pur- 
cle on }Po%e. He was always being made chairman of select com- 
sdicine WMtees, dealing with such subjects as agricultural wages, the 
Jaria,” Minimum wage for miners, accidents to railway servants, and 

lways he justified the choice. With Collins in the chair every- 
E. body was confident that the work would proceed to some useful 
ais, Bonclusion. He had in him the making of a great diplomat. 
> Government plenipotentiary at three International Opium 

mferences at The Hague in 1911-12, 1913, and 1914 he did 
a Mtraordinarily good work, for which he received the special 
ee manks of the British Government. It was on this subject of 
uross, EhUM and the control of narcotic drugs generally that he 
justrial ed the British Medical Journal for many years as an occa- 
of di» Pnal contributor. His writings, again, reveal how widely he 


wread himself, In addition to two books on ophthalmology 


he wrote biographies of Spinoza, Sir Samuel Romilly, and 
Edwin Chadwick, thus exercising three of his great interests— 
philosophy, law reform, and sociology. He also wrote many 
essays on ethics and law, on alcohol and drug addiction, on 
physics and metaphysics, on evolution and specificity in disease, 
and when the war of 1914 broke out he produced a volume on 
the Aetiology of the European Conflagration. 

Sir William Collins’s professional work seems to take a 
minor place by the side of all this public service. He was 
surgeon and later consulting surgeon to the Royal Eye Hospita! 
and the Western Ophthalmic Hospital, and ophthalmic surgeon 
to the Hampstead and North-Western Hospital. In 1918 he 
received the Doyne medal in ophthalmology. The various 
work for the profession and for the public with which at one 
time or another he was associated almost defies chronicle. 
For prolonged service his membership of the Royal Commis- 
sion on Vaccination which sat from 1889 to 1896 and the Royal 
Commission on Vivisection which sat from 1906 to 1911 is 
outstanding. He was a member of the Council of the King’s 
Hospital Fund. In this connexion one characteristic example 
of his individuality may be noted. In 1919 he refused to sign 
a report of that body stating that hospital officers should make 
arrangements for their own pensions by resorting to profit- 
earning insurance companies. Collins in a dissentient memo- 
randum demanded more generous treatment of hospital officers 
by the bodies employing them, and earned thereby the warm 
gratitude of hospital staffs. For nearly thirty years he was 
honorary secretary of the League of Mercy ; he was a member 
of the City Churches Commission and of the Treasury Com- 
mittee on University Colleges. During the war of 1914-18 he 
was commissioner for the Red Cross in France. One distinc- 
tion which he took to himself was that of having been a 
pioneer in the advocacy of motor ambulances, which he first 
proposed as early as 1902, London's fine ambulance service 
owes not a little to his early initiative. Another matter which 
interested him greatly was the reform of death certification, on 
which subject he led three deputations to three successive Lord 
Chancellors. 

A man who was great in many respects, but greatest of all 
perhaps as a citizen, has passed away. A stimulating biography 
of William Job Collins might be written; and we hope it will 
be, if only to show that the gods can be too generous to mortals. 


Dr. W. G. ArrcHison Rospertson, formerly of Edinburgh, 
and author of books on medical jurisprudence and toxicology 
and on public health, died at Bournemouth on Nov. 18. e 
had a distinguished career at Edinourgh University, where he 
graduated M.B., C.M. in 1887, M.D. with gold medal for his 
thesis in 1890, and D.Sc. in Public Health in 1892. He was 
elected a Fellow of the Royal College of Physicians of 
Edinburgh in 1891 and received the Parkin prize in 1901. In 
the early part of his career at Edinburgh he was resident physi- 
cian at the Royal Maternity and Simpson Memorial Hospital, 
and physician to the Royal Public Dispensary. He. was called 
to the Bar as a member of Lincoln's Inn and became lecturer 
in medical jurisprudence and public health in the School of 
Medicine of the Royal College of Surgeons of Edinburgh. 
Aitchison Robertson was examiner in medical jurisprudence 
for the Scottish triple qualification and in bacteriology and 
laboratory work for the Edinburgh D.P.H.; he also examined 
for the Universities of Glasgow and St. Andrews. His Manual 
of Public Health reached a fourth edition in 1921, and his 
Manual of Medical Jurisprudence and Toxicology a fifth edi- 
tion in 1925; he also wrote Aids to Public Health (third 
edition, 1933), and Aids to Forensic Medicine and Toxicology 
(eleventh edition, 1938). Two other small books by him, 
Medical Conduct and Practice and Student's Guide to Vaccina- 
tion, appeared in 1921 and 1922. The Royal Society of Edin- 
burgh elected him a Fellow and his university gave him the 
degree of D.Litt. 


Dr. ISABEL MARGARET MacCGILLivray was killed in a motor- 
ing accident in —— on Nov. 19. A daughter of the late 
Charles Watson MacGillivray, M.D., F.R.C.S.Ed., she studied 
medicine at Edinburgh University and graduated M.B., Ch.B. 
with honours in 1924, taking the M.R.C.P.Ed. two years later. 
She had been resident medical officer to the Manchester Babies 
Hospital, house-physician to the Royal Hospital for Sick 
Children, Edinburgh, and assistant in the department of 
pathology of Edinburgh University, and also clinical assistant at 
the Vienna University Kinderklinik. At the time of her death 
she was engaged on statistical work for the Government on the 
subject of nutrition in Germany. 
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Medical Notes in Parliament 


SCOTTISH HEALTH BILL 


In the House of Commons on Dec. 10 Mr. JosEPH WESTWOOD, 
Secretary of State for Scotland, moved the Second Reading of 
the National Health Service (Scotland) Bill. His opening re- 
marks were recorded in last week’s issue of the Journal (p. 925). 

Mr. Westwood concluded by pointing out that the Boards of 
Management, whether of teaching or non-teaching hospitals, 
would in the first place retain the endowments of their par- 
ticular hospital. The method of reviewing and adjusting the 
application of endowments followed the precedent of the 
Educational Endowments Act of 1928. By clause 76 they 
sought to delete from the Nurses (Scotland) Act of 1943 the 


provision which made it impossible for anyone starting on a 


course of training after Aug. 4, 1948, to qualify for admission 
to the Scottish Roll of Assistant Nurses. 

Mr. J. S. C. Reip said there was general agreement that the 
time had come for a great extension of health services in 
Scotland. The first principle of the Bill should have been to 
keep Governmeni control to a minimum. But the Bill put far 
too much power into the hands of the Secretary of State for 
Scotland and left far too little scope for initiative and responsi- 
bility to those who were to run the services. There was also 
far too little scope for variety in organization ; centralization 
was bound to lead to rigidity. He moved the rejection of 


the Bill. 
Conciliation and Agitation 

Mr. McLEAN WATSON said, so far as members on the Govern- 
ment side of the House were concerned, if public money had 
to be expended there must be public control. He agreed with 
Mr. Reid that there was too much of the Secretary of State in 
the Bill and too little of the local authorities. He thought that 
Mr. Westwood had gone too far to conciliate the professional 
classes—the doctors, dentists, pharmacists, and others. He had 
given them far more say than he ought to have done in the 
various committees which would have to work this scheme. 
An attempt might be made in the Committee Stage to secure 
less control by the Secretary of State and more control by the 
local authorities, the county councils, and the town councils, 
which up to now had been the local health authorities. He 
thought that the agitation which had been carried on by the 
doctors and others had induced Mr. Westwood to grant those 
professional classes representation on the various bodies to be 
set up in a larger proportion than was justified. The responsi- 
bility for saying whether a place was overstaffed or understaffed 
with doctors and for sending doctors where they would be 
most required rested with a chairman and five members of a 
medical practices committee. Three members of that com- 
mittee were definitely to be doctors, but he failed’ to find in 
the Bill an indication of who the two others were to be. 

He welcomed the general principle of the Bill, but said that 
when the House was considering the regions for hospital man- 
agement Mr. Westwood should ensure more harmony among 
the various authorities which were brought in than had been 
secured under the Local Government Act of 1929, otherwise 
conflict would start between the county councils and the large 
burghs which would be brought into the regions for the control 
of the hospitals. It was of great importance to the people of 
Scotland that the measure should be brought into operation 
as soon as possible, although it would call for considerable 
increases in rates. 


Training of Medical Students 

Sir JoHN G. KERR said that the Bill, except in detail, was a 
replica of the English Bill. It was the product of diligent 
artificers working in the murky recesses of a Whitehall office. 
Some of the brightest stars in medical history had shone from 
the universities and voluntary hospitals of Scotland. These 
great leaders in medicine and surgery were the teachers of the 
doctors to come. The success of any Parliamentary enactment 
was tremendously influenced by the character of the men who 
had to carry its provisions into effect, and Scotland had at 
present the very finest material coming into the science of 
medicine. 

What about training? The leaders of the profession at present 
gave that training in the voluntary hospitals because even in an 
honorary post they would have the opportunity to inspire the 
students and would be paid back indirectly by forming a 
clientele of practitioners who would come back to consult 
them later on. The type of man who went to a university 
and later into the profession was not the type of person who 
was interested in a salaried service where promotion went 
merely by seniority. He was a young man who had a good 


idea of his own capacity and would only go into a Professi 
in which he thought there was a fine future. Although he hb 
spoken of the great voluntary hospitals the House must + 
forget that all over the country a large amount of m . 


search was done by the ordinary country practitioner 5 
perhaps with the aid of his cottage hospital, was doing y, pas 
of the greatest importance. If the Bill was passed into rm ‘ 4 
— a one of the greatest disasters to the health ¢ ood Bill 
the people. : 1 
Miss HERBISON said that services under the Bill woulg er 
available to everyone without limitation and would Prove be dis 
inestimable benefit. It had been found that dependants of oy Tr 
refrained from calling in the doctor when his services wor Mili 


most necessary because they did not know where the Mone 
would come from. She had spoken to many medical studen 
and gathered that the majority of them welcomed the Rj 
They realized that through it they would have security immeg 
ately they finished their medical studies. As a member of 
Miners’ Weifare Commission she received every week appeg 
from miners who were said by their own doctors to ha 
pneumoconiosis. The Royal Infirmary in Edinburgh } 
x-rayed them and the doctors said they were suffering frogh, 
the disease. Yet when they went before the Manchester Bog 

they were told they had not got it. There should be som 
definite work of research in relation to that disease and 
relation to nystagmus. 


Extreme Dislike 


Col. Ettior said that if Miss Herbison deceived Mr. W 
wood into the idea that the doctors were wholeheartedly j 
favour of the Bill she would encourage him to build on wron 
foundations. He would not find that the medical studemts whem 
they graduated were any more in favour of the Bill than th 
practitioners, who by an overwhelming vote had shown theif that 0 
extreme dislike of its provisions. If, however, Mr. Westwoalfors wou! 
was willing to accept a decision in Committee on the doctorfihe patier 
right of appeal, this Bill would be a much better Bill than 
it trailed at the heels of the English Bill. He asked Mr. Westpill, 
wood or Mr. Buchanan to explain why the Hetherington Repoffp Scotla 
had been thrown overboard. No single medical associatid 
and no county town or burgh had asked for the hospital prd 
posals in the Bill. The Hetherington Report said there shoul 
be grants to the voluntary hospitals, which should be left undg 
the control of the voluntary — ~ board. The Report sa 
no difficulty about combining that with a system of publi 
control. Mr. Westwood had referred to the Highlands 
Islands system. All accepted that. It was small but well adapte 
to the circumstances. To carry on that service the Governmer 
had not found it necessary to nationalize a single hospital. 
hospitals in the Highlands and Islands were left under locd}j 
control. Miss Herbison had referred to defects in the provisio 
for investigation of pneumoconiosis and other miners’ ailment 
but she was complaining against action which was carried o 
by public bodies. Under a public body there would be researchihy 
but the orthodox interpretation of research was often wrong 
That was the danger of frozen systems such as the Gov 
ment was planting on medical education and medical practic 
in Scotland. Mr. Westwood’s attitude was that if it was dif 
cult to fit the hospitals into the scheme, so much the wo 
for the hospitals ; he was saying, “ let the scheme go throug 
we will jam the hospitals into it.” 

Mr. Westwoop intervened to say that in his consultatio 
he had reached complete agreement with universities, docto 
and local authorities, and that so far as his hospital proposa 
were concerned the only objectors had been the representativ 
of voluntary hospitals. 

Dr. Morcan said that although Col. Elliot pretended 
unorthodoxy was found in the voluntary hospitals these h 
become the home and basis of orthodox medicine. 

Col. Evtior asked whether trade union M.P.s would be happ 
if their unions were to be overridden by a body of which th 
members were chosen by the Secretary of State, who wou 
not always be a Socialist. He read the seventh schedule of th 
Bill to show that this applied to the Scottish medical practic 
committee. He said the proposals in the Bill enforced a mg 
system which would be to the disadvantage of the patient a 
would militate against the prosperity of Scottish schools « 
medicine. 
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Deductive and Inductive Research 


Dr. Moraan said the speech of Col. Eliot was frivolous a0 
facetious. He was particularly glad that the Secretary of 
for Scotland would have medical research in his own hands 
Dr. Morgan had been afraid that Scottish research would fe 
under the patronage of the English Medical Research Count! 
In that council orthodoxy could be seen in excess. The PE Co}. ¢ 
had not a chance of expressing his views or of getting @toneg j; 
the inner counsels of medical research. He remarked ™E¢ pow, 
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tended to conduct research on deductive rather than on 


igh he hy —S lines, whereas in Great Britain now the great tendency 
> MUSt nol medical research was to do inductive research and to base 
Modest rfeories and practical diagnosis on facts’ Medical research in 
‘oner, creat Britain had practically not touched upon the problems 
loing wo immunity and why certain people were protected against 
into law Betain diseases and others were not. He felt the Bill was a 
health g sod Bill. Many assistants under contract to doctors were now 
doubt because doctors would be compensated for the good- 
would | of their practices. Would the assistant be allowed to remain 
| prove that district and practise? 
nts oft Mr, THORNTON-KFMSLEY said the Opposition accepted the 
VICES Wellasirability of regional organization and agreed that Scotland 
the mong 4s more suited for it than was England because of the dis- 
al studenf sition of the teaching hospitals. There could be no adequate 
| the Bil. ¢ification for placing these in a position inferior to that 
'Y immed anted under the English Bill in regard to administration 
ber of thir the conservation of their endowments. The rules and 
ck appeal ulations made by the Secretary of State or by the Regional 
> (0 havijespital Boards would subject the day-to-day actions of the 
urgh halipards of Managemert to a remote and impersonal control 
TINg frof\tich was unwarranted. In no instance under the Bill was 
ster Boatyision made for the election by people in the locality of 
be somMbesresentatives to represent them on the Boards. 
Se and if He urged that existing facilities for the treatment of private 


patients, particularly in mental institutions and in nursing-homes 
n by organizations such as the Officers’ Association, should 
he interfered with as little as possible. The feeling of the doctor 
or the care and welfare of his patient without outside inter- 


artedly ilference might disappear altogether for lack of the stimulus of 
ON Wron® yigorous private practice. The hazard of competition with 
ents whelthe State medical service might make it unlikely that many 
| than thioctors would take the risk of remaining outside the scheme. 


own theif that occurred throughout Scotland the vast majority of doc- 
ors would owe their first allegiance to the State instead of to 
€ doctorffhe patient. 
ill than #® Mr. CARMICHAEL, while welcoming the introduction of the 
Mr. WesiBill, criticized the provisions for boards. During recent years 
on Repofin Scotland the tendency had been to hamper or cripple the 
Ssociati@jioeal authority. He, from the number of problems he had to 
pital ptdface, had to be guided largely by the permanent officials. The 
re shoulfmedical profession under the Bill would, in the long run, have 
left unddimore say in the developments of the medical service in Scotland 
cport si¥than they had had in the past, but there would be too many 
of publifcommittees working under the guidance of the Secretary of 
ands anfSate, Under the Bill the Secretary of State had power to 
ll adaptefefuse to publish any reports of these committees. There was 
vernmetino permanent link to ensure a constant movement forward in 
vital. tison of the hospital board and the regional board, and the 
der loc@Jink with the local authority which was responsible for attempt- 
provisioning to check tuberculosis in the home was not very sound. 
ailment¥How would regional boards be able to check mismanagement 
by a medical superintendent who had not the courage to handle 
hs staff = — who could be very hard to the patients 
and to the staff? 


The Mental Hospitals 


Major NiALL MACPHERSON doubted whether local authority 
epresentatives would be in a majority on the boards of man- 
ement for local hospitals. Had the Government so little 
onfidence in the good sense of the people as to assume that 
. Westwood alone could provide hospital and specialist 
vices? Could not a scheme for voluntary co-operation 
between hospitals have been worked out which would have 
commanded support? It would have been possible to 
ollow one of the schemes drafted by the British Hospitals 
sociation. Only because the hospitals had seen the English 
Bill driven through the House of Commons had they come 
0 the conclusion that they had better give way. That was 
hot their real view. Mental hospitals so far had not been 
ntioned in the debate. There were more beds in mental 
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10 WoUMMSpitals in Scotland than in general hospitals. The indepen- 
le of tifitlence of these mental hospitals should be .maintained. He 
practi@gmtanced the Crichton Royal Hospital, about 58% of whose 
d a rigiipitients were private patients; only 35% of those private 
tient anipitients came from Scotland. It was essential in the mental 
hools @uspitals to allow the patients to choose where they would 


8. Control of the medical profession from the disciplinary 
point of view should be in the hands of the profession. It 
ould be for the citizens, through the local authority, to say 
ether medical services were adequately manned. That was 
way the Highlands and Islands scheme worked. 


Multiplicity of Mentions 


Col. Gorme-Duncan said the Secretary of State was men- 
toned in the Bill no fewer than 279 times as taking some form 
* power or authority. This was a travesty of democratic 


‘ing intd 
ed 


governmegt. The tribunal set up by Clause 41 to deal with — 
complaints against doctors or dentists was a glaring example 
of the immense powers of the Secretary of State. He appointed 
the chairman and members, and any appeal from the tribunal 
was to the Secretary of State. He coal not see why medical 
officers should be denied the fundamental right of appeal to 
an independent court of law. The tribunal would have what 
was tantamount to the power to strike a doctor or a dentist 
from the roll of his profession. A tribunal with such a power 
should be strengthened considerably on the professional side. 

Mr. MALCOLM MACMILLAN said he felt justifiable pride in 
the Highlands and Islands medical service, but that service did 
not measure up to the requirements of to-day. Two years ago 
he had met representatives of all the doctors in the Western 
Isles. They were unanimous for the improvement and exten- 
sion of those services and for the principle of a national health 
service. They were most anxious that the State should be in 
control of the national service and not the local authorities or 
some mixed control. 

Sir THomMaAs Moore said the Bill followed slavishly the many 
objectionable characteristics of the English Act. Mr. Westwood 
must be prepared to accept a large number of amendments 
before Scotland would accept ihe measure. His friends did not 
believe that regional boards could adequately replace the local 
management boards nor that individual endowments should be 
handed over to an impersonal endowments commission. 

Mr. RANKIN said the House was faced with a clear-cut issue 
of whether the Government was to allow a system of laisse:- 
faire in the practice and organization of medicine to continue 
or whether it was to introduce a planned system. The medical 
profession had nothing to fear under the Bill. He remembered 
when nearly every doctor in Glasgow lived over his consulting- 
room. After the passage of the Act of 1911 these doctors 
acquired suburban homes with motor-cars and retained only 
their consulting-rooms in Glasgow. He asked why the British 
Medical Association refused to publish the figures of the vote 
which it recently took on the attitude of doctors to the scheme 
(see p. 957). He criticized the Bill because it separated the 
health services of the country into compartments and left 
co-ordination to co-operation between individual units. ; 

Mr. JoHN HENDERSON said that as a manager of the Victoria 
Infirmary in Glasgow he had been amazed at the work which 
these voluntary institutions did. On the appointed day the staffs 
and boards of management of 220 voluntary hospitals were 
going to be sacked overnight. 

Cmdr. GALBRAITH said the medical profession had pressed 
for years for a greatly extended medical service, and many of 
the constructive proposals in the Bill came from them. The 
opposition of that profession arose from the feeling that the 
best had not been made of a great opportunity. Under the Bill 
no longer could the doctor serve of right in a part of the 
country where he knew the people and would give his best 
service. He could be prevented by the Medical Practices Com- 
mittee from serving in partnership with those with whom he 
desired to serve. The Bill was purely a bureaucratic scheme and 
left the machine entirely under official control. 


Government Reply 


Replying to the debate Mr. BUCHANAN said the discussion 
had been well conducted and thoughtful. He noted that both 
sides of the House favoured a comprehensive national health 
service. The clash arose over the form of the change. The 
Government had been charged with creating a body which was 
less democratic than the present system, but he doubted whether 
there was such a thing as a voluntary hospital. Most of these 
hospitals had received grants from the State. Under the system 
planned by Mr. Willink these grants would have gone up to 
nearly 70%. Where then was the voluntary principle? The 
voluntary hospitals had the right to dismiss any doctor. He 
agreed that the hospitals of Glasgow had great records, but 
no man should say that even they were voluntary. Every man 
in every Glasgow shipyard and factory had to suffer a deduc- 
tion from his wages each week for the hospitals. In actual 
practice no man dared refuse. The hospitals had ceased to be 
voluntary because of compulsory deductions and State grants, 
and the doctors connected with the voluntary institution could 
be dismissed any day without even an appeal to the Secretary 
of State. The men elected to these boards would never dis- 
miss unless they had a sound case. 

As for the teaching hospitals, the trouble started when one 
tried to define them. The Royal and Western Hospitals of 
Glasgow had been quoted. He referred also to two other 
great hospitals, Stobhill and Mearnskirk Hospital for tubercu- 
losis treatment ; there was none better in the country for treat- 
ing patients or teaching. Who was to say that even in country 
hospitals there was no capacity for teaching? The Government 
contended that to leave out 230 hospitals from this great new 
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experiment—almost half the total—would make a sham of the 
whole scheme. It must not do what was done in the days of 
the old poor law by leaving out the best and taking only the 
worst. The teaching hospitals had been given a status which 
in most respects would meet their requirements. The Bill said 
that some endowments might have ceased to have the effect 
that the donors wished. In the new plan the Government could 
say to a hospital which now in part treated cancer and in part 
ear, nose, and throat diseases that it preferred in the interests 
of a’ to have the work concentrated in one hospital instead of 
being spread over three or four. In that case there was nothing 
wrong with a neutral body and endowment commission trans- 
ferring endowments given to a hospital for that purpose. 


Salary and Capitation Fee 

The idea that a doctor would not perform his duty because 
he received a salary was not fair to the profession. Love of 
the profession and love of the work would not be dimmed 
either by a salary or by a capitation fee. He wanted to see 
the sale of practices abolished. It had not always redounded 
to the credit of the medical profession, and he knew instances 
where practitioners who wished to settle in Scotland had been 
unable to afford the money to do so. One of the most dis- 
graceful things he had known had been to see young doctors 
begging the money with which to set up practices and frequently 
finding, after they had paid for them, that the practices were 
not what they had thought they were. On this question the 
Government took the stand that a salary and a capitation fee 
were the best way of securing freedom for doctors. 

Mr. Carmichael had criticized the Government for not giving 
sufficient power to local government, but Mr. Carmichael had 
also asked that there should be some form of workers’ control. 
The doctors were the workers in this case, and they must be 
given some rights. The doctors had been consulted, and on the 
whole they did not desire the local authorities’ set-up. The 
words of the Bill since its introduction last session had been 
altered so as to provide that people would have the choice of 
going from one place to another for a dentist. The Govern- 
ment wished in the field of health to make every resource 
available to the humblest sections of the community. It was 
not a question of doctrine, but a genuine theory that the sick 
ought to be cared for as never before. Mr. Westwood had 
met the doctors and had compromised. Mr. Buchanan hoped 
to continue to compromise. 

The amendment proposed by Mr. Reid was rejected by 273 
to 123 and the Bill was reac a second time. It was then com- 
mitted to a Standing Committee, and the money resolution 
— to it was passed through committee of the whole 

ouse. 


Diphtheria Immunization—Returns from all but a few local 
authorities in England and Wales for the year 1945 show there 
were 4,410 notified cases of diphtheria and 33 deaths among 
immunized children under 15 compared with 8,780 cases and 
$58 deaths among children not immunized. 


Hospital Libraries——Mr. Bevan said on Nov. 28 that he hoped 
to see library facilities deveioped in all hospitals within the National 
Health Service as and when possible. Details would have to be 
worked out at a later stage by the Regional Hospital Boards and 
Hospital! Management Committees. 


Mass Radiography.—Mr. Bevan told Dr.. Comyns on Nov. 28 
that mass radiography units had been allotted to the county councils 
of London, Middlesex, Surrey, and Essex. The first two began mass 
radiography at the end of 1943, Surrey County Council at the end 
of 1944, and Essex County Council early in 1945. A further alloca- 
tion of apparatus to selected authorities prepared to operate it, 
including West Ham Borough Council, was to begin soon. 


Willesden General Hospital—Mr. Harpy inquired on Nov. 28 
whether Mr. Bevan knew that the committee of the Willesden 
General Hospital, a voluntary hospital, refused to set up a con- 
sultative committee in defiance of his advice to all hospital 
authorities. Mr. BEVAN said he was drawing the attention of the 
hospital authority to the recommendation he had already made that 
there should be a nurses’ representative council in every hospital. 
He was inquiring into the diet of nurses at this hospital as he was 
anxious that nurses should be well fed. 


Tied House-——An application from the L.C.C. for approval for 
the erection of a doctor’s house on a vacant site at St. Helier Estate, 
Morden, is under consideration. 


Free Choice.—On Dec. 5 Mr. Bevan told Mr. Carson that when 
the new Health Service came into operation, all non-contributory 
old age pensioners would have the same free choice of doctor as 
everyone else. 


Birth and Adoption Certificates——Mr. BevaN hopes to introduce 
this session a short Bill making it possible, as in Scotland, to issue 
shortened birth certificates and also shortened extracts from the 
Adopted Children Register which will contain no reference to 
parentage or adoption. 


Universities and Colleges 


UNIVERSITY OF WALES 


The following candidates at the Welsh National School of 
have satisfied the examiners at the examination indicated: 


M.B., B.CH.—Pharmacology : N. V. Chivers, P. R. C. Davies, E, H, E 
Ruth E. Lewis, Nano J. Morgan, C. L. Perry, E. Thomas. Pathology 
Bacteriology: Mary Smith. Hygiene: D. R. Bowen, *Elizabeth B. B 
Joan P. Ciantar, A. C. Coulthard, A. J. Dark, G. C. Davies, H. 
Dean-Jones, J. A. Emanuel, G. S. Foster, T. Griffiths, H 
C. Havard, C. H. L. Howells, T. R. Hunt, D. 


* With distinction. 


UNIVERSITY OF DUBLIN 
ScHOOL OF Puysic, TRINITY COLLEGE 


The following medical degrees were conferred on Dec. 4: 


M.D.—M. O’C. Drury, L. LI. Griffiths, R. J. S. Wilson. 

M.Cu.—H. A. Daniels. 

M.B., B.Cu., B.A.O.—J. R. Bannister, D. S. N. Darling, Daphne 
Dooley, M. E. Eppel, R. Esler, J. P. R. Farrell, E. M. H. Forster, D. 
P. J. MacCarthy, Esther M. McMillan, Eileen Moriarty, D. T. Li 
Poots, B. Redmond, D. L. Robinson, D. Anton-Stephens. 

L. Mep., L.Cu., and L. Oastet. Sc.—I. Citron. 


Medico- Legal 


LEUKAEMIA AND WAR SERVICE 


A driver in the Royal Army Service Corps was one of those 
duties took them to Belsen Camp soon after it was discovered. 
stayed there a few days, and seven days later he fell ill with 
acute type of leukaemia. He was flown to England but died in abg 
four weeks. His widow claimed a pension. Before 1944 she wo 
have had to prove that the death had been attributable to war servi 
but by the Royal Warrant which came into force at the end of 1 
claimants are in a much stronger position, for the Minister mi 
now prove that the prescribed conditions have not been fulfilled 
i.e., that the death must have been due to or hastened by a wou 
injury, or disease attributable to war service, or the aggravation 
war service of a pre-existing trouble. The claimant is given t 
benefit of all reasonable doubt. Moreover, as leukaemia was 1 
noted in any medical report made on the driver at the beginni 
of his service, the widow had a presumption in her favour th 
it was attributable to his service. The Minister and the F 
Appeal Tribunal both found against her and she took the case 
the High Court. } 

Mr. Justice Denning’s judgment (for a report of which we 
indebted to the British Legion) shows how heavily the scales 
weighted in favour of the claimant in a Service pension case. 
Medical Services Division of the Ministry had stated that leu 
was a condition in which there was an overgrowth of the white c¢ 
of the blood; there was no evidence that the disease was cau 
by any known organism; the changes which occurred were g¢ 
regarded as neoplastic, affecting the white-blood-cell-forming tissue 
and the disease ran a characteristic course which in the acute 
was rapidly fatal. This, said the judge, told the court nothing abe 
the ‘cause. The Division concluded that leukaemia was not 4 ¢¢ 
dition of which the onset or progress could be regarded as affectt 
by conditions of service, including those which the widow allege 
If, said the judge, the earlier part of this opinion had contain 
material sufficient to warrant such a conclusion, he would have bé 
unable to interfere with that evidence, but he found nothing 
do so in any way. Considering that the disease had shown ! 
after the man had stayed in Belsen Camp, and in view of & 
strong presumption created by the absence of any mention of 
in an initial medical report, the medical evidence against the clal 
must be particularly cogent in order to defeat it, and must establ 
clearly that all external causes could be excluded. This it had 
done. He therefore reversed the finding of the tribunal and gran 
the pension. 


Sir James Berry, F.R.C.S., who died on March 17, left £387 
gross, with net personalty £38,514. He left one-sixth of the ultim 
residue of his estate to be divided between the Royal Free Hospi 
Royal College of Surgeons, Royal Society of Medicine, Medcg. 
Society of London, the Commons, Open Spaces and Footptt! 
Preservation Society, the Geological Society, the Bucks Archi 
logical and Architectural Society, and the Society of Antiqui® 
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ITISH 
AL JOuRNa 
No. 48 
Ses FECTIOUS DISEASES AND VITAL STATISTICS 
» print below a summary of Infectious Diseases and Vital 
tistics in the British Isles during the week ended Nov. 30. 
‘ Principal Notifiable Diseases for the week and those for the corre- 
| of Nene at yew. for: (a) England and Wales (London included). (b) 
ted: don (administrative county). (c) Scotland. (d) Eire. (e) Northern Ireland. 
s, E. HB fieures of Births and Deaths, and of Deaths recorded under each infectious disease. 
Patholog for: (a) The 126 great towns in England and Wales (including London). 
beth B y ) London (administrative county). (c) The 16 principal towns in Scotland. (d) 
B. Davies, J 13 principal towns in Eire. (¢) The 10 principal towns in Northern Ireland. 
larrop-Gri 4 dash — denotes no cases; a blank space denotes disease not notifiable or 
Jones, ‘eturn available. 
Ged 1946 1945 (Corresponding Week) 
. Di 
(a) | (b)| | @! | | 
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Oct. 26, Nov. 2, 9, 16, 23, and 30. 


EPIDEMIOLOGICAL NOTES 
Epidemic Gastro-enteritis 


Up to Dec. 15, Leicester City General Hospital had reported 
the deaths of 15 infants among 36 cases of gastro-enteritis. 
Cases first appeared in two nurseries about Sept. 6. An explo- 
sive spread began on Dec. 4 and involved an additional emer- 
gency nursery; all three nurseries (45 beds) have now been 
closed. The cases have begun about the fifth day of life and 
have not responded to penicillin or sulphonamides; deaths 
have occurred in the second week of infection. There have 
been associated mild symptoms in mothers and in the nursing 
staff. No pathogens have been isolated, but the investigating 
bacteriologist is said to be satisfied that the infection has not 
arisen from milk. : 

The Cowley Road: Hospital at Oxford has had since July 
75 cases of gastro-enteritis with no deaths, all restricted to 
one 36-bedded block. The attack rate was July 19°, August 
38",, September 26%, and October 76°. : about 10% of mothers 
developed symptoms after returning home. The infection was 
first noticed in the mothers and only subsequently observed in 
babies. Almost all the staff of this block have been attacked. 
Wards have been closed for fourteen days from Dec. 7, and so 
far no causative organism has been isolated. One mother was 
transferred to cubicle-isolation under rigid conditions in another 
hospital ; four out of a staff of seven specially trained in barrier 
nursing became affected. 

Preston has had 18 (6 recent) deaths out of about 200 babies 
born in the wards in the last six months ; 21 mothers and babies 
were sent home when the wards were closed on Dec. 14. 

Reports of 4 further deaths from Windsor and Glasgow may 
or may not be significant. Earlier in the year Leeds City 
Hospital had 15 deaths and the maternity wards there were 
closed for three weeks. 


Discussion of Table 


In England and Wales the only large changes in the notifica- 
tions of infectious diseases were increases in measles 577 and 
whooping-cough 105. Small decreases were recorded for scarlet 
fever 19, diphtheria 18, and dysentery 11. 

The largest of the local rises in the incidence of measles were 
Durham 191, Lancashire 116, Warwickshire 69, and Surrey 32. 
while the biggest decrease was Yorkshire West Riding 90. The 
trends of whooping-cough fluctuated, and the most important 
increases in notifications were Essex 31 and Surrey 23. The 
only change of any size in the returns for scarlet fever was ar 
increase of 23 in Middlesex. A small decrease in cases of 
diphtheria was recorded in mest areas, the only exception being 
London, where the cases rose from 12 to 24. The largest centre 
of London also had 17 cases of dysentery. 

In Scotland increases were recorded in the notifications of 
whooping-cough 48 and measles 30. and decreases were re- 
ported fof scarlet fever 29, diphtheria 22, and acute primary 
pneumonia 20. 

In Eire the chief features of the returns were decreases in 
diarrhoea and enteritis 12, and measles 12, and an increase in 
the cases of whooping-cough 13. The incidence of poliomyelitis 
remains unchanged with 16 notifications. 

In Northern Ireland a \arge increase was recorded in the 
outbreak of measles in Belfast C.B., the cases increasing from 
47 to 106. Scarlet fever was slightly more prevalent in the 
country, the. notifications increasing by 8. 


Week Ending December 7 


The notifications of infectious diseases in England and Wales 
during the week included: scarlet fever 1,277, whooping-cough 
1,783, diphtheria 313, measles 6,466, acute pneumonia 677. 
cerebrospinal fever 40, dysentery 76, acute poliomyelitis 14. 
paratyphoid 6, typhoid 7. 


From January, 1947, a new two-monthly Nutrition Bulletin is 
being published in printed form by the Central Council for Health 
Education, Tavistock House, Tavistock Square, London, W.C.1. The 
subscription rate is fixed at 3s. per annum. The Bulletin will dea) 
not with the basic principles of nutrition but with the theory and 
practice of the application of these principles to social betterment. 
It will, in brief, be concerned with the growth of the various nutrition 
services, the principles underlying public instruction, the food habits 
of the community, and the place of diet in the national health. The 
advisory editorial group which will direct the policy of the new 
publication will carry on the bulletin service established by the 
Children’s Nutrition Council. 
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Abstracts of World Medicine and Abstracts of World Surgery, 
Obstetrics and Gynaecology will make their first appearance in 
January, 1947. These two new journals are being published monthly 
by the British Medical Association, the first at an annual sub- 
scription of 3 guineas and the second at 2 guineas. Applications 
for subscription should be sent to: The Publishing Manager, British 
Medical Journal, B.M.A. House, Tavistock Square, London, W.C.1. 


A lecture to commemorate the centenary of the first public 
administration of ether in Europe will be detivered by Dr. Massey 
Dawkins, at University College Hospital Medical School, Gower 
Street, W.C., on Saturday, Dec. 21, at 4.45 p.m. 


A series of six lectures on “ The Applications of Atomic Physics 
in Medicine * will be given by Prof. W. V. Mayneord at the British 
Institute of Radiology, 32, Welbeck Street, London, W., on Wednes- 
days at 5 p.m., from Jan. | to Feb. 5, both dates inclusive. 


At a special meeting of general practitioners of the East Ham 
area held on Dec. 4, 1946, under the presidency of Dr. J. Stanley 
Thomas, J.P., a presentation of an illuminated scroll was made by 
Dr. R. V. Brews, J.P., to Mr. F. J. Ashford, the Clerk of the 
East Ham Insurance Committee. The scroll, which was signed by 
every general practitioner in the area, reads: “*. . . to commemorate 
his 25 years’ service and as a tribute not only to his administrative 
ability, but to his invaluable help and kindness to the whole 
profession.” 


Sir Drummond Shieis, M.B., who was Parliamentary Under- 
Secretary for India in 1929 and for the Colonies in 1930-1, has 
been appointed a member of the Council to further the economic 
and social development of the Colonial Empire. 


The Empire Rheumatism Council recently heid a dinner in honour 
of European delegates to the International League against Rheu- 
matism, Lord Horder being in the chair. Among those present were 
the following members of the medical profession. Prof. Jarlov 
(Copenhagen); Chief Physician Edstrom (Lund); Dr. Kalbak 
(Copenhagen); Dr. Loring Swain (Boston); Dr. B. Schlesinger; Dr. 
W. S. C. Copeman; Dr. E. R. A. Merewether; Mr. A. G. Timbrell 
Fisher: Dr. F. D. Howitt: Dr. Oswald Savage. 


Because of the increased demands upon Members made by the 
present Parliament, Sir Ernest Graham-Little, Independent M.P. for 
London University, has resigned the chairmanship of the University 
External Council, which he has held continuously for nearly 25 
years. 


There are to be two medical consultants for the Highland area of 
Scotland. Dr. Thomas Scott, Inverness, has already been appointed, 
and on Dec. 4 a panel under the chairmanship of Prof. R. S. Aitken, 
University of Aberdeen, selected the following list from which the 
second will be chosen on Jan. 7: Drs. C. R. Greig, Stanley Alstead, 
John R. Forbes, J. Gibson Graham, R. D. C. Johnstone, Donald 
R. Macdonald. 


A picture library has been established by the British Red Cross 
for the purpose of lending reproductions of the finest pictures, both 
old and modern, to patients confined for a long time to hospital 
or sanatorium. Hospitals pay an annual subscription at the rate 
of ld. per picture per week. Inquiries should be addressed to the 
organizing secretary, B.R.C.S. Picture Library Scheme, 14, Grosvencr 
Crescent, London, S.W.1. 


From afl parts of Scotland and from the Shetlands some 90 
delegates went to Edinburgh on Dec. 6 to discuss health education 
in schools at a conference sponsored by the Scottish Council—the 
first of its kind to be held. The delegates represented medical officers 
of health, education bodies, and the central government departments 
involved. Many local méetings in various Scottish towns have 
recently attracted large and enthusiastic audiences. By health educa- 
tion is meant teaching school-children “the principles and art of 
healthy living” to equip them to cope with the strain of daily 
life. The Council has appointed a full-time medical lecturer to help 
in the counties, where problems of health education require a 
different approach from that used in the cities. 


Bradford Primary Education Committee has decided to purchase 
Langley, Baildon, for the treatment and education of rheumatic 
children. The house will provide accommodation for 35 children. 


Dr. William Langham Garner, cf Bournemouth, who died on 
March 16, left £24,165. He left £2,000 to Guy’s Hospital to help 
sufferers from cancer.” 


After 36 years of distinguished service in the United States Public 
Health Service, Dr. Lewis Ryers Thompson, Assistant Surgeon 
General in the Bureau of State Services, has retired. He has been 
succeeded by Dr. Hermann E. Hilleboe, who has been Chief of the 
Tuberculosis Control Division since its inception in 1944. 


The British Legion Convalescent Home at Churchili Qo, 
Sevenoaks, Kent, which has accommodation for fifty ex-Seryj 
men and women of the 1939-45 war, is intended for thos | 
need of (a) convalescent treatment for two or three weeks 
enable them to recover from a severe illness; or (b) a fortnighy 
holiday to prevent a breakdown in health. Applications for ad 
sion are made through the local British Legion Service Commit 
or by application to the British Legion and United Services F 
Benevolent Department, Pall Mall, London, S.W.1. 


The Thistle Foundation, whose purpose is the medical treatm 
and psychological rehabilitation of Scotland’s most gravely dia 
men, is not affected by the National Health Service Act. Its py 
dent, Mr. Tudsbery, C.B.E., explained at the recent annual gene 
meeting that it was essentially a housing scheme and not a hospi 
Contributions had suffered somewhat since the introduction of , 
Bill. The total amount now surpasses £382,000, and donations eo 
in from all parts of the world. 


A team of workers connected with the medical and public he; 
services of Ceylon has arrived in this country, under a sche 
arranged between the Ceylon Government and the National 
ciation for the Prevention of Tuberculosis, to study the lay 
methods of tuberculosis control and of the treatment and after-c; 
of tuberculous patients in Great Britain. The team consists of ¢ 
doctor, Dr. J. R. Wilson, who has already specialized in tub 
culosis; one health officer, Mr. W. Clement Fernando, who 
be in charge of a training centre for sani‘ary inspectors, sod 
workers and teachers on his return and is especially interested in { 
social welfare side; and two nurses, The Singhalese team is expec 
to make a stay of about six months, and will be given opportuni 
of visiting and working in various institutions, clinics, and cent 
connected with tuberculosis work, and of meeting specialists in 
different spheres of that work. 


The future of King Edward's Hospital Fund for London 
referred to by Lord Catto at a meeting of the Fund's Gene 
Council on Dec. 10. The Fund would be in a similar position 
that of the Rockefeller Trust, and would be used for the “ suppo 
benefit, or extension of the hospitals of London.” With the ¢ 
apnearance of the distinction between voluntary and publicly p 
vided hospitals both types would come within the scope of t 
Fund. The improvement of hospital catering, provision of spec 
mattresses, and the esfablishment of a recovery home for diab 
are among the purposes to which the Fund has recently been p 
Total disbursements for hospitals during the year were £364.00 
and in addition grants amounting to £7,500 were made from 
radiotherapy fund. 

The first number of the Journal of General Microbiology of 
newly founded Society for General Microbiology, whose preside 
is Sir Alexander Fleming, will appear in January, 1947, under 
editorship of Drs. B. C. J. G. Knight, and A. A. Miles. Pr 
W. B. Briely and Drs. T. Gibson, A. T. R. Mattick, Kenneth Smi 
A. W. Stableforth, and D. D. Woods will be associate edito 
There will at first be- three numbers a-year; the subscription is 5 
Papers for publication should be sent to Dr. A. A. Miles, Natio 
Institute for Medical Research. Hampstead, London, N.W.3; oth 
communications to the Cambridge University Press, Bentley Hou 
200, Euston Road, London, N.W.1. 

The first annual report of the Liverpool Cancer Control Organi 
tion describes its development since 1939, and the activities of 
first year as an incorporated body. The Organization was fo d 
to acquire the radium previously held by several different insti 
tions in Liverpool and to provide a complete cancer service 0 
regional basis. As an independent corporation it provides a unil 
administration which transcends local authority boundaries. It cd 


tracts with local authorities to carry out their obligations under § 


Cancer Act and makes arrangements with the various institutie 
which can provide appropriate services. Although much of the wo 
of the Organization will presumably be taken over by the Natio 
Health Service, the governing body believes that it has construc 
a service and an administration which should fit well into the 

pattern, and that it has provided an interesting and instruct 
experiment in a new type of hospital administration. The Organi 


tion, it is thought, may well have a useful future in independe 


non-official activities, including research. 


Since the calling up of women for enlis:ment in the Wont 
Auxiliary Forces has ceased the reguiations requiring informal 


to be supplied about the tuberculosis history of women called belo 


medical boards have been revoked by the Public Health (Tub 


culosis) Regulations, 1946. 


Alfred Beuthin Danby, F.R.C.S., F.R.C.O.G., of K idderminse 
late obstetric surgeon to Birmingham Maternity Hospital and P% 


president of the Midland Obstetrical Society, left £16,508. Mal 


Clayton-Mitchell, F.R.C.S., of Norfolk, Senior Medical Officer ¢ 


the Gambia, British West Africa, left £10,167. Sir Arthur 
Ambrose Webb, K.B.E., C.B., C.M.G., late R.A.M.C., of Balcom 
Sussex, secretary and treasurer of Queen Mary's (Roehampe 
Hospital 1933-42, left £7,737. 
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AS... ANY QUESTIONS ? 
the late Tt 1 
d in Inf, 
sists of om Q.—What is the best method of dealing with threadworms 
1 in 4, in an infant aged 2 years? 
tors, sod’ A.—The best drug to date is gentian violet. It is given in 
ested in qpenteric-coated capsules, the dose being 1/6 gr. (11 mg.) per 
is expeciff year of apparent age, each day for about a week. A second 
pportuniti similar course is given after one week’s rest. The child in 
= centil question could have two capsules, one after breakfast and one 
Mists In (9 after supper, each containing 1/6 gr. It is a good plan to 
apply a little ung. hydrarg. ammon. dil. round the anus at night, 
me @# keep the nails short, and let the child wear pyjamas or knickers 
seeltaal 10 prevent scratching. If a relapse occurs, it may be worth 
S suppof “hile having other members of the household examined (by 
th the qgazal swabs); one of them may be a symptomless carrier. 
iblicly p 
ope of Dinitrophen 
of spec ol 
or diab Q.—Is it ever permissible or advisable to give dinitrophenol 
y for the reduction of obesity ? 
4 
» fren A.—Dinitrophenol is a dangerous drug which should never 
te used. It causes cataract in a proportion of patients. This is 
logy of absolute contraindication. 
e presid 
Coombs’ Test 
neth Smif Q.—How is Coombs’ test for haemolytic disease of the new- 
ite edito born performed ? Where can 1 obtain the anti-human-globulin 


Miserum required for the test? 


ys A.—For the performance of the direct Coombs’ test a few 

drops of blood taken from the newborn infant, from the cord 
© from a heel-prick, are dropped into citrate. The cells are 
ig pended in enough saline to give a suspension of 1°% or less 
and are centrifuged. This washing with saline is repeated twice 
dprore and the cells are then again suspended in saline to give 

approximately a 5%, suspension. A drop of this is mixed on 
tile or slide with a drop of suitably diluted anti-human- 
lobulin serum, allowed to stand for a minute, and then rocked 
Xiremely slowly. In positive cases obvious macroscopic agglu- 
# tation usually appears in a minute or two, and in any case 
ithin ten minutes. It is wise to put up two controls, one using 
line in place of antiserum and the other using normal human 
ed cells in place of the baby’s cells. The appropriate dilu- 
ion for a given batch of antiserum will have been determined 
previously by titration. A positive result means that antibody 
elobulin, presumably maternal, is present on the surface of 

he child’s cells. In newborn infants, using a reliable serum, 
he test appears to be pathognomonic of haemolytic disease. It 
i@ ‘Ty convenient for determining rapidly whether a given 
sild ought to be transfused, but it does not indicate whether 
he antibody concerned is in fact common anti-Rh (anti-D). 
is should be ascertained, preferably before birth, by testing 
dmbe mother’s cells and serum, and blood of appropriate type 
a Kh-negative or other) should be made available for transfusion. 
The indirect Coombs’ test may be used for detecting minute 
yes of maternal antibody. The maternal serum is incubated 
ith an equal amount of 2% suspension of Group O Rh- 
sitive (preferably R,R,) cells for half an hour. The cells 


sham B® then washed and tested as described above. Agglutination 


shows that antibody is present in the maternal serum. Anti- 
human-globulin serum for these tests is not yet generally avail- 
able but will probably be so in a few months’ time. Regional 
blood transfusion officers are kept informed of the supply 
position. 

De-sterilization 


_ QA patient has had four Caesarean sections, producing 
five healthy children. She was sterilized after the birth of twins 
four years ago. She now wishes to have another baby, and is 
to undergo an operation to make this possible. What are the 
chances of her becoming pregnant ? 


A.—The chances of the operation being successful depend 
very much on what type of sterilization procedure was carried 
out previously. If the continuity of the tubes was not destroyed 
and the abdominal ostia were merely buried extra-peritoneally. 
it may be possible to restore the anatomy to normal. If the 
technique employed was resection of the intramural parts ot 
the tubes and the cornua of the uterus. then reimplantation of 
the outer ends of the tubes would offer a reasonable chance 
of success. If, however, the middle portions of the tubes have 
been removed then it will be extremely difficult to restore their 
continuity and a successful result is only a remote possibility. 
In general, the chances of success should be somewhat higher 
than those attending similar plastic operations on tubes obstruc- 
ted by previous infections because the operation will be on 
healthy rather than diseased tissue. 


Chemoprophylaxis of Rheumatic Disease 


Q.—American workers claim that the daily use of sulphon- 
amides over long periods by young people who have had one 
or more attacks of rheumatic fever will reduce the chances of 
recurrence, and therefore the risk of crippling heart disease. 
Are these claims upheld by British workers? 


A.—A Medical Research Council committee has been 
engaged on a repetition of American work on this subject 
but has not yet published its findings. As regards the rationale 
of the treatment, Dr. Cruickshank, who has recently visited 
the U.S.A., has pointed out (Monthly Bulletin of the Ministry 
of Health, July, 1946, p. 146) that numerous studies indicate that 
rheumatic fever follows an attack of streptococcal tonsillitis or 
pharyngitis usually after an interval of ten days to three weeks. 
“Only a small proportion of those initially infected develop 
rheumatic fever. but these susceptible individuals, once affected, 
are prone to recurrent attacks if they are again infected by the 
haenolytic streptococcus. It therefore seemed worth while to 
prevent, if possible, rheumatic subjects from acquiring the 
secondary streptococtal infection which reactivates the 
rheumatic disease. . . . While any patient who has had one 
attack of rheumatic fever might be considered suitable for 
chemoprophylaxis, a fair proportion of children do not 
develop cardiac complications. Prophylactic use of the drug 
might therefore be limited to children who have already had 
two attacks and to those who have had one attack accom- 
panied by rheumatic carditis. Sulphadiazine, sulphamezathine. 
or sulphanilamide are the drugs of choice.” 


Tonicity of Penicillin Solutions 


Q.—To minimize the discomfort of injection the solution 
used should be isotonic. A solution of 100,000 units of peni- 
cillin in 5 ml. of water is hypertonic, and in saline solution 
will be even more irritating to the tissues. Why, then, is normal 
saline solution used to dissolve penicillin for intramuscular 
injections ? 

A.—The tonicity of a penicillin solution depends not only 
on its concentration but on the impurities in the penicillin. 
What would be true of one sample would therefore not neces- 
sarily apply to another. In so far as isotonicity is important it 
would be helpful if manufacturers stated for each batch the 
concentration of it in solution which is isotonic ; the amount 
of sodium chloride needed to render a weak solution isotonic 
could then be added. It is true that the concentrated solutions 
now used for giving large doses intramuscularly in a small 
volume are usually hypertonic; such solutions should there- 
fore be made in distilled water and not in saline. Many users 
have always done this and still do so. 
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Lévset’s Maneuvre for Breech Delivery 


Q.—Is_ Lévset's maneuvre for breech delivery recom- 
mended ? If so, will you please describe it. 


A.—This manceuvre is concerned with the delivery of the 
shoulders and arms and was described, by Jorgen Lévset, 
of Bergen VJ. Obstet. Gynaec. Brit. 
Emp., 1937, 44, '696). It is based on 
the fact that, owing to the inclina- 
tion of the pelvic inlet, the posterior 
shoulder enters the pelvic cavity 
before the anterior—i.e., when the 
trunk of the child is delivered so far 
that the inferior angle of the scapula 
is visible, the posterior shoulder is 
below the sacral promontory where- 
as the anterior one is still behind 
or above the pubis (Fig. 1), At this 
stage in the delivery, and with the 
patient in the lithotomy position. 
Lévset advises rotation of the trunk 
of the baby through 180 degrees. 
the back passing anteriorly (Fig. 2). 
This brings the posterior shoulder to 

Fic. 1 the front, but on a lower plane so 
that it appears below the pubic arch 
(Fig. 3). From this position it either delivers itself spontaneously 
or it can be lifted out by one finger placed in the bend of the 
elbow. The body of the child is now rotated 180 degrees in 
the opposite direction, thus 
bringing the other arm to 
the anterior position again. 
This also appears at a lower 
level and can be lifted out 
from beneath the symphysis. 
If the rotation is carried out 
before the posterior shoulder 
is below the sacral promon- 
tory, the manceuvre will not 
succeed. It is easier to per- 
form when the child is well- 
developed and firm than 
when it is small and under- 
developed. It is applicable 
no matter whether the foetal 
arms are flexed, extended, or Fic. 2 
in the nuchal position. 

The advantages claimed for the method are that it avoids 
fracture of the foetal humerus and that it is easier and more 
efficient than the traditional methods of bringing down the 
arms. On the other hand it 
involves risk of fracture of 
the clavicle and of damag- 
ing the abdominal viscera 
unless care is taken to grip 
the foetus by the pelvic 
girdle. If the shoulders are 
tightly wedged the vertebral 
column is exposed to an ex- 
treme rotatory strain. The 
method is not widely used 
in this country although it 

Fic. 3 has some enthusiastic advo- 

cates. It is unnecessary when 

the arms are flexed, but if they are extended it is a useful 

method to have “up one’s sleeve.” If applied correctly it may 
succeed when other methods have failed. 


Mineral Oil Dermatitis 


Q.—A young adult male developed oedema of both hands 
and wrists, with urticaria of the face and neck, after working 
with diesel and other oils. Can you suggest treatment, and 
Should he seek other work? Does strong sunlight make the 
exposed skin more sensitive to these oils ? 


A.—If this condition can be definitely attributed to contact 
with mineral oil, the man will be well advised to avoid further 
exposure. The part played by sunlight in the aetiology of the 


condition is uncertain. The immediate treatment would be thar 
appropriate for an acute dermatitis. Attempts at desensitization B 
have proved disappointing. 


Bovine Tuberculosis 


Q.—How many deaths each year are due to boyine tubercy 
losis? ls it more common in the towns or in the country? T1— 
what extent is milk pasteurized in the towns as compared wit 
country districts ? 


A.—There are no exact statistics relating to either boving 
tuberculosis or the pasteurization of milk. Typing demand 
considerable time and skill and is not done as a routine. x 
our knowledge of deaths from tuberculosis of bovine origis 
are based on the findings of relatively small series. Using thd 
ratios found in these series the deaths from bovine tuberculosif Tuberc 
are estimated to be 1,500-2,000 per annum. There is a decidedB yp dete 
geographical distribution of this disease, low in the South ang bility 0 
high in the North. The number of persons suffering fron 
tuberculosis of bovine origin is unknown. In London and som¢ nr 
of the other large cities practically all the milk is heat-treated Gone 
while in country districts the milk is mainly raw, but betwee sponsit 
these extremes there is a considerable variation. efficien 


reduced 
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Aneurysm of Superficial Temporal Artery 


with ar 
assist 
Mr. CuHartes Mactay. F.R.C.S., writes from Glasgow: A ma living \ 
aged 23 was admitted to hospital in July, 1946. He had complained 
for six months of pain in front of the left ear, and of a noise ing” 


as tut 


the head, synchronous with the puise. Also he had a slight wateryy Mucl 
discharge from the left ear. On examination there was found in}4f the 
front of the left ear a swelling about the size of a marble, which}; 
exhibited expansile pulsation, a well-marked thrill on palpation, and}. if 

a loud systolic bruit on auscultation. This sweliing also bulged int a © 
the anterior wall of the external auditory meatus. The past historg POSINE 
was that in May, 1945, this patient was wounded in the left sidg@ Must Ie 
of his scalp by fragments of 88 mm. shell and was operated upo tubercu 
but did not know if any foreign body was removed. At that time h 
experienced pain in front of the left ear ; this lasted two weeks ané 
then disappeared. X-ray examination showed several minute foreign The t 
bodies in the scalp but none in the immediate vicinity of the swell 

ing. At operation, an aneurysm of the left superficial tempore recovers 
artery was found. This was dissected free and removed entire but the 
The wound healed satisfactorily, and symptoms were completelff This is | 
relieved. (Table | 


Old and New 


Dr. A. Henry GreGson (Cromer) writes: May I plead tor great 
care in claiming “new” techniques. One might remember th 
the “ dorsal slab’ for Colles’s fracture was the standard treatmer 
in the army of Napoleon I, that the mould off cheese was a com 
application for septic wounds in remote parts of England nine aA 
years ago, and that the head-suspension plaster jacket for sciati —" 
due to scoliosis is a very slight adaptation of treatment Usd Anderson 
2000 B.c., there being a stone carving showing this method 


existence. 


Au 


Artificial Limbs for Women Profit Sur 


Mr. A. W. SHaw (Roehampton House, S.W.15) writes: I wo 
refer to Mr. C. R. Howard’s communication (Nov. 16, p. 760) regar 
ing the points in the design of the modern artificial limb refe 
to by your correspondent, “L. S. S. W.” (Sept. 21, p. 438). M 
C. R. Howard has, in my view, answered each point 1a a very satt 
factory manner, but apparently he is not aware of the methq——— 
employed at Roehampton in regard to the obviation of the glitt The | 
of the enamel. It is the custom at Roehampton to supply a mq. fj 
finish enamel which prevents the glitter. You may decide to ment sil of 1 
this point in view of the considerable publicity that has alreagg@PPears 
been given to the subject. ume mz 

lowered, 
Lumbar Puncture kesions 


Dr. ANDREW J. Nairn (Burnside, Lanarkshire) writes: In obé Whether 
subjects where spinal analgesia is the method of choice, it etacerba 
be very difficult, if not impossible, to palpate the spine of ern us 
fourth lumbar vertebra. The iliac crest is quite readily found, paso 
unless the correct interspace is accurately localized it will be P"iistection 
tically impossible to locate the theca. Defining the mid-line 1s ion i 
difficulty. If, however, a line is drawn with iodine at right ang Ss hi Is 
to the iliac crest, and another line prolonging towards the heag®@ igh 
the sulcus formed by the meeting of the two buttocks, these ling@ment, a: 
will meet over the fourth lumbar spine (if the patient is i! * 
correct position). Thus the mid-line is accurately defined, Saad 
is a simple matter thereafter to locate the required inte spac uly 
(usually between lumbar 3 and 4) and to administer the inject! 


